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LET’S GO! DOUBLE TIME 


@ The Army’s carefully planned routine soon enables 
the rookie to put in a full day at “double time” with- 
out ill effects. But for the civilian “double time” ; 
living often results in faulty health habits which you 

as a physician are called upon to correct. 
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Guest Editorial 
Should Doctors Tell the Truth? 


OT infrequently in the practice of medicine such a problem as this arises: 
A woman with a suspicious lump in her breast consults a doctor. She is accom- 
panied by her daughter or a relative or friend who, in a private interview, requests the 
doctor not to tell the patient that she has cancer if this is the diagnosis, because the 
patient will be profoundly shocked if she knows the truth. The doctor is urged to 

inform the patient that the tumor is benign, even if he believes it to be cancer. 
: Many years ago, the late Dr. Richard C. Cabot conducted an investigation as 
to the wisdom of truthfully informing patients about their disease. Using as controls 
patients who were purposely deceived about their condition, he concluded that from 
the clinical standpoint alone the patients who were told the facts seemed to do better 
than those who were deceived. If a policy of deception is deliberately pursued, the 
patient sooner or later usually learns the facts. There can be no intelligent cooperation 
in the treatment. The relative or friend will unconsciously lose respect for the veracity 
of the doctor, whether he be family physician or surgeon. If in the future the daughter 





has a lump in her breast and goes to the same doctor and he tells her that the growth 
is not malignant, the daughter will think he is deceiving her, too. How is she to 
know when he is telling the truth? 

Thus an increasing distrust of the medical profession is bred. The very basis of 
scientific work is a search for truth, and doctors in the operating room, or at the bed- 
side, or in the laboratory cannot consistently pursue the search for truth when in their 
communications with the patients they are purposely suppressing it. How can we 
expect an intelligent public to respect a profession that deliberately deceives the patient. 

How can a patient reach a proper decision as to the adoption of the doctor’s 
advice for treatment of an ailment if the fundamental facts in the case are withheld 
from the patient? Of course, it is unnecessary to pour brutal truths into a patient’s 
ear unless the patient wishes to know the truth. When the patient’s relatives earnestly 
request that an offensive diagnosis be withheld, the doctor may respect such a request 
by telling the patient that this information has been imparted to the family and he 
prefers not to discuss the case with the patient. Then the relatives and friends can 
do their own lying. 

Naturally the doctor should put as optimistic an outlook on any clinical situation 
as the facts will justify, but this is quite aside from adopting the policy of telling the 
patient that there is no malignant disease when the doctor believes that the patient 
has cancer. We owe it to the public and to ourselves to tell the patient the true 
situation, if the patient requests this information, and to maintain a policy that will 
not only be worthy of the fullest confidence of the public but at the same time will 
not tend to weaken our own respect for truth. 

An additional incentive for telling the patient the truth is reported by Dr. Elmer 
Belt, of Los Angeles (Journal of Urology, 46:1017-1018, November, 1941). He 
operated upon a patient for carcinoma of the prostate. The daughter of the patient 
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requested Dr. Belt not to tell her father that he had cancer, and the doctor complied 
with this request. The patient later found that he did have carcinoma of the prostate 
and filed a suit against Dr. Belt for $113,500 for not telling him that he had cancer. 
‘The patient had made some financial commitments which he would not have made 
had he known that death was imminent. The patient said that he knew his daughter 
was a partner in the false presentation but he could not sue her, so he sued the doctor. 
The doctor employed the best legal minds to help in the problem, because this point 
had never before been tried in court. There were extensive preparations for the suit, 
but the patient died just before the suit came to trial. So this legal point is still pending. 


J. SHELTON Horstey, M.D., 
RICHMOND, VIRGINIA 





THE PSYCHOLOGY OF ISOLATIONISM* 


Foster KeNNeEpy, M.D., 
New York City. 


One remembers first the Roman Civilian of old 
who twitted a military colleague in the Senate 
Chamber by saying that given an ass laden with two 
paniers of gold, he could capture any city! and 
the German expenditure on “propaganda” at this 
moment is between three and four hundred million 
dollars a year, spread by a force of not less than 
25,000 active agents, trained for the job in special 
technical schools. 

For a score of years in Western Europe and in 
America there has been bred an antagonism, often 
bitter and extreme, between the ideas of the moneyed 
classes and those of the liberal State. 

In the days of Britain’s Liberal New Deal at 
the beginning of the Century, Lloyd George was so 
bitterly hated by the larger tax payers that he once 
told a story in one of his speeches, of a man walk- 
ing along the towpath of the Thames who had seen 
a poor fellow struggling in the river, being carried 
helplessly to destruction. The man plunged quick- 
ly into the water, and reached the drowning man; 
having carefully turned him on his back and looked 
at his face to be sure that it was not Lloyd George, 
he towed him to the bank. 

It was said in 1938 that there were no Frenchmen 
any more—only Fascists with five thousand a year, 
and Communists with less; and last autumn in Long 
Island, guests bidden to a private dinner left their 
host when they found that a prominent New Dealer 
had also been invited. 

Class antagonism, commercial thinking, lack of 

*Read before American Psychopathological Association, 
1941, and before the Mental Hygiene Society of Virginia, 
October 29, 1941. 


factual information, and misdirection—often de- 
liberate—by public speakers have together shaken 
our ability to distinguish essential from unessential 
values. For example, one hears men debating bitterly 
the question of ‘‘closed and open shop”. 
do not realize that next year, enslavement, as in 


These men 


France or Norway, could forbid either; that Free- 
dom is no natural estate, but is the product of a 
thousand years of battling men. And if it is to 
be retained, we must battle as they did—and fail 
not. 

Our education is often directed in school books 
and by public orators to the Service of the Party 
rather than to Service of the State. Lately, Mr. 
Hoover ascribed the disorganization of the Continent 
to the Versailles Treaty in words and arguments 
identical with Hitler’s. But the former President 
said then not a syllable of the activities of his own 
Party in 1919, which succeeded in perpetuating all 
the bad, and sterilizing all the good features of 
that much discussed and little read document; not 
a word of the destruction of the Hope of the League, 
not a word of our repudiation of the promise to aid 
France for a period of years after the World War 
should Germany in that time jump again—a rati- 
fication which would have cured the French anxiety- 
neurosis, prevented French alliances with weak States 
like Poland and Rumania, which sowed dragon’s 
teeth for the present war, and wouldn’t have cost 
Britain or America a nickel. 

I heard, with my own ears, Oswald Villard in 
1916 say from a public platform that “of course 
United States Naval and Army officers were in 


15 the Talat 


1942] 


favour of entering the war, for that would mean 
an increase in their personal salaries,’—and how 
was the public mind ennobled six weeks before the 
crash, by the President and Secretary of the Treas- 
ury of the United States lowering their dignity by 
assuring the speculative their 
opinion “broker’s loans were not at all too high,”— 
to expand further the great American Bubble. 
Such statements and half statements bewilder the 


citizens that in 


public mind and debauch public morals. 

United States citizens have gleaned from their 
school histories the idea that the Monroe Doctrine 
was a gallant, defiant, chauvinistic statement to all 
the rest of the World—a mighty David defying 
Goliath. Not till after the fall of France a year ago 
was the truth of the origin and effects of the Mon- 
roe Doctrine printed where the average citizen could 
read it—that the Monroe Doctrine was born in 
Britain, was accepted gladly in 1823 by Monroe, 
Madison and Jefferson and Adams, and that the 
rest of Monroe’s cabinet were not consulted before 
it was promulgated. 
formed before its publication, and Jefferson wrote 


Nor was Congress even in- 


of it that “the only hope of continued existence for a 
weak young state, situated as was the United States, 
was an alliance with the strongest friendly naval 
power, Britain,’”—a major American power as well. 

That alliance de facto—though not de jure— 
gave us one hundred years without a world war, 
but our citizens were kept from any realistic ap- 
preciation of the dynamics and implementing au- 
thorities of the situation in the interest of fostering 
artificially in a recently independent country, a 
sense of Nationalistic Power. 

I read Admiral Mahan’s book——‘Influence of 
Sea Power on History’—in 1908, in Britain, but 
recently I’ve found many college graduates who not 
only haven’t read it, but haven’t even heard of it— 
one of the most profoundly powerful books. published 
in this hemisphere in the past hundred years. Yet 
Mahan makes it clear that the oceans are high- 
ways and avenues to the Americas, and only be- 
come barriers and protecting walls when deter- 
mined battling men in ships are put upon them 
to bar the way to an enemy who would cross them, 
or who by superior naval power would restrain our 
trade upon them. Yet this simple fact, accepted as 
an obvious platitude by every student of war the 
world over, is denied by each slogan—stuffed ostrich, 
(a bird which in truth never puts his head in the 
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sand as the fable tells us, but uses quite properly 
his long, fleet legs to escape from danger by run- 
and the 





ning faster than he can be pursued); 
Maginot-Ocean-Notion is accepted by masses of 
people who lack imagination, are without factual 
knowledge, and at all costs don’t want to be dis- 
turbed. 

“Suggestion” is the quick, uncritical acceptance 
of an idea which is in consonance with an already 
established emotional trend. If we hope and are 
afraid, we over-readily believe in our security. The 
Germans, early in the war, danced in the streets 
of Berlin on the false news of an Armistice, they 
thought their nightmare war was over, peace re- 
turned and danger passed. If we hate, we believe 
almost any evil of those we hate. If we envy,’ we 
listen readily to malice; if we love we can only ap- 
prehend good things of those we love; and if we 
are afraid and are lily-livered, we tremble before 
the radioed voices of Ahriman and the innuendoes 
and half-threats of the Artificer of Fraud. Our 
standards of personal dependence on the sturdy virtue 
of our own opinions have been weakened through 
the assault on the Majesty of Reason seen in many 
modern mental activities; for example, we have in 
Freudian psychology beaten the drum of the Sub- 
conscious to drown the still small voice of intel- 
lect; in painting, the discipline of drawing has been 
jettisoned for meaningless crazed abstractions; mod- 
ern music is either a cacophony of fire-irons de- 
scending a nude staircase, or sentimental crooned 
aphrodisiacs to impotent youth;—and the imper- 
tinent idiocies of Gertrude Stein, E. E. Cummings 
and James Joyce, are less important than are the lack 
of judgment, lack of independent personal opinion, 
lack of reverence for the great traditions of language, 
present in their half-educated and wholly unin- 
structed admirers. People fear to admire or con- 
demn on their own hook a play or a book until 
they've read’ the often foolish judgments of the 
critics. 

Words and threats hold such people in jeopardy 
and suspense by dint of not being precise,—by 
joining sugar promises to little Red Riding Hood 
to threats —of having the tanks and aircraft “the 
better to eat you up with, my Dear.” Those who 
have been doing this to us knew and know that both 
anticipation and memory of an emotion are more 
real than its reality. They have known that com- 
ing events cast a shadow before them more fearful 
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than themselves; that a Damoclean sword is more 
terrible than a battle. The production of suspense 
in war—threats and gay promises, promises and 
grisly threats—is an ancient weapon. But it is 
wholly new that the head of a great Power should 
publicly espouse the lie for twelve great events of 
international importance—hypocritical promises fol- 
lowed by rape, so that one country after another 
has been captured at seduced rates. 

As Rauschnigg has said—‘It has needed all this 
to make Europe at last accept the truth! that Hit- 
ler and his revolutionary movement are the apo- 
calyptic riders of World annihilation,”—to this end, 
‘“mesmerize the masses, disintegrate the good ele- 
ments of national welfare and public order; keep 
people busy; give them something to think about; 
startle them; never allow them time for reflection; 
always lie in wait, ready to pounce; pounce often; 
always take the initiative and so maintain the lead.” 
Hitler himself in his books says, “The German 
has not the faintest idea of the way the nation has 
to be swindled if one wants mass support.” 

However, Priestly, speaking of his own country, 
says: “The Nazis have done all possible to para- 
lyze opposition by invading the emotions and the 
imagination of the more sensitive minds, suggest- 
ing a -dark host of fears and terrors, creating a 
smoke-screen of defeatism. But, fortunately, the 
British are a not very impressionable people. The 
ordinary folk are probably the hardest to rattle and 
panic in the world. They are not very imaginative, 
are free and easy and complacent,” 





and by social 
idiom, one may add, they are not allowed to show 
fear however much they are afraid. 

The majority of Americans have detested Fascism 
and all it stands for, but apathy long stopped action, 
indecision stabbed the heart and locked up energy. 
The adrenalin that would gird us for the battle, 
in the absence of battle, frightens the nervous sys- 
tem and makes for us a world of jibbering shapes 
where the witches ride. 

What seems to be the weakness in American politi- 
cal life which lowers resistance to the Fascist af- 
front ? 

1. A relative lack of intellectual comprehension 
of the issues at stake. 

2. Large parts of our people lack active interest 
in political affairs. 

3. Corruption in many municipal offices makes 
the name “politician” a mere term of abuse. 
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4. Mal-education in History and almost no edu- 
cation in World Geography. 

5. Pressure groups squeezing the Government for 
privileges. 

In speaking of the attitude of many of our privi- 
leged fellow citizens,—not all of whom are really 
malefactors of great wealth,—Buell, in his “Iso- 
lated America,” quotes a current slang of particu- 
lar significance—‘Don’t stick your neck out.” These 
five little words are the core of defeatism, the signs 
and symptoms of which are egotism, fear, anxiety, 
panic, lack of self-confidence, lack of self-respect. 

If democracy thinks in terms of a scramble for 
privilege without reciprocal obligation; if our psy- 
chology persists through Freud in reducing man 
to his lowest common denominator, tries to ex- 
plain his poetry by way of his perversions, and 
identifies self-indulgence with self-expression, then 
we have fled the deeply religious idea of Personality 
and the democratic duty of each man to train 
himself to betterment. 

Rugged sturdiness gets exchanged for indolence, 
a clean shave for safety razors, and the American 
pioneer spirit gets swamped in insurance coupons 
payable to the third and fourth generation of those 
who’ve loved us and called us blessed. So there 
grows an instinct to look to the State to solve every 
problem and meet every emergency. The other day 
an over-wrought lady social worker harangued one 
of our Committees in Washington on the Govern- 
ment’s responsibility to provide for the growing 
army of the old in the manner to which they'd been 
accustomed. She stunned us by her vehemence into 
feeling mean and weak, but I struggled a little 
against subjugation by saying her project of Gov- 
ernment paternalism would destroy two virtues, 
thrift and filial piety, and by asking her if she’d 
ever seen an ancient Jew begging on the streets. No, 
for they are one of the three great Races—the 
Romans, the Chinese and the Jews;—all of these 
had a Fifth Commandment to reverence and sus- 
tain those old ones who had guarded them in youth. 

The state is exploited by persons of superficial 
education, whose youth has been systematically pro- 
longed by the imposition of a scheme of mass edu- 
cation which has sacrificed rigor and quality to 
mere duration,—and we emphasize our results in this 
endeavor by dubbing men of forty, “boys.” We are 
lax and sentimental towards crime, and men run- 
ning for office throw irresponsible promises to 
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masses and classes—with election speeches having 
one motif— 

In for a penny, in for a pound, 

It’s love that makes the world go round! 

So a du'l pacifism is bred, with no such rigor- 
ous discipline as the Society of Friends demands, 
arising merely from a vague, unhappy feeling that 
there’s nothing really worth fighting about, not at 
least to the point of personal discomfort. And the 
tendency to measure standards wholly in terms of 
Plato 


as infallible signs of decav in societies of free and 


money,—these are trends which describes 
self-governing men. Plato then laid it down that the 
inevitable end of decaying democracy is Tyranny,- 
the most primitive governmental expression of the 
Wave of the Past. 

To these negative expressions of Mass-Fear are 
gathered also the strangest postive groups—Nazis, 
Fascists, Bundists and Coughlinites, and, till lately, 
words 


Communists,—all happily singing different 


with the same tune from the same platform. When 
crowds are gathered together, the s'':>re of clear 
thinking and perception in each individual be- 
comes narrowed, and, instead, instinctive actions and 
impulsive reactions prevail. So mass emotion and 
subordination of thought are induced by diligent 
emotional suggestion, especially if the dose have 
as vehicle such secondary aids as repetition, blaring 
music, color, flags and rhythm. 

The process may rapidly become pathological, so 
that neurosis, hysteria, mass psychosis, and even 
treason, may develop. These rules of psycho-dy- 


namics are well established and have had in the 
Sportspalast at Nuremberg, in Carnegie Hall and in 
Manhattan Center, their practical application and 
fulfillment. 

Thus come collective delusions and induced in- 
sanity,—well defined entities in psychopathology. 
Mass reactions may develop by glorificataion and 
idolizing, each mob unit merging himself herma- 
phroditically in the Emperor-God, the oldest pagan 
worship. For this there are needed preparation, 
management, myth formation, tricks and stereotyped 
oratory. So the perfect little Fuehrer has been found 
for us—one who demands, on the heels of a na- 
tional election, that by dynamic revolution, for 
there is no other way—we find New Leadership, and 
another horse of another color—one perhaps with a 
brown saddle cloth, a black shirt against the cold, 


The Rising Sun on his forelock, and a swastika on 
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his tail! It can’t be for nothing that such a man 
had to make a mechanical heart for himself, for 
his visceral lack of one must irk. A case of identi- 
fication with his father, lacking the maturity of mind 
to appreciate the father’s idealism and selflessness. 
Symbolized in the boom period of distorted values 
as the ideal American “boy,” he awoke to find him- 
self famous and swept overnight into Godhood. 
Tragic events kept him a world figure,—and per- 
haps his personal hurt caused him to resent Ameri- 
can institutions as a whole. No manly appeal to his 
Rather 
came a furtive escape in ill-concealed anonymity. 
He asked England for Peace;—he got it to the over- 


done point of being almost ignored. 


countrymen for the quiet life was made. 


Then to Germany,—where adulation, deference, 
and decorated publicity again came to him,—to 
his quite evident satisfaction. This man’s thinking 
has never become adult,—his speeches show it, but 
his face shows it more. A man of forty odd, a man 
of sorrows and acquainted with grief, with not a 
line of suffering on his face of twenty-two;—a 
case of retarded growth, of puerile humor, cold as 
a stone; with a vaulting ambition, forgivable only 
in one so young. 

A man of huge fortune told me the other day 
that “everything would be all right, after the fight- 
ing,’ which he dismissed as casually as he might 
a dog scrap—everything would be much the same 
still 
products and an annual salary of $475,000) “for 


(i.e., he’d have his world market for his 


there were two men who'd sit down and fix things, 
I couldn’t think 


of any man in England likely to sit down at a 


men who understood each other.”’ 


table “to fix things” with Hitler or his jackal Himm- 
ler; so asked who these two fixers might be, and 
learned they were no other than Schacht and Mon- 
tague Norman. Our talk ended by my explosion, 
“Good God, and you’d drop the future of the human 
race into the lap of a couple of bankers!’ This man 
was an idealist isolationist on his own behalf whom 
Plato would have entirely understood. 

An elderly lady of lineage consulted me lately, 
worn cut by a rally of her parochial and much 
duped friends. Proudly, she showed me a picture 
of herself shaking hands with Senator Wheeler; 
and, with no insight at all, went on to explain 
how all her life she’d been so afraid of things. 
“What sort of things,’ I asked. 
dogs and cats—I never could have a pet and I never 


“Oh, everything, 








180 


went into the Sea in Summer, for I was scared of 
the water.”’ 

So, the psychic and glandular factors making for 
this form of behavior cannot be uniform. They 
produce different types, having a common immediate 
aim individual 
pectations and satisfactions. I suspect the Ariadne’s 


and more remote ambitions, ex- 
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thread that runs through the labyrinth of their 
minds, and feelings is some form of Hatred—not 
a love of country, but a hating of something or some- 
one in that country, or in another country which they 
envy;—and no good can be builded of these bricks: 
Envy, Hatred, Mammon, and Fear. 

410 East 57th Street. 





INFECTIOUS MONONUCLEOSIS: UNUSUAL MANIFESTATIONS* 


Byrp STuART LEAVELL, M. D., 
and 


JoHN OsBORNE 


McNEEL, M. D., 


University of Virginia, 


Charlottesv 


Infectious mononucleosis or glandular fever was 
first described by Pfeiffer in 1889.! Since that time 
many different types of the disease have been 
recorded. The typical picture of fever, sore throat, 
enlarged lymph nodes, splenomegaly and lymphocy- 
tosis occurring in children or young adults is com- 
mon and should be easily recognized. In many 
cases, however, the diagnosis is difficult on account 
of the predominance of some of the less common 
manifestations of the disease. Because these atypi- 
cal cases are not unusual and because they are fre- 
quently confused with some other more serious con- 
dition it seems to us worthwhile to record the fol- 
lowing observations. 

The extensive literature on infectious mononucle- 
No at- 
tempt will be made here to discuss the natural his- 


osis has recently been reviewed elsewhere.* 


tory or course of the disease, although a few ob- 
servations on a series of fifty-seven patients will be 
presented. The purpose of this paper is to empha- 
size the varied clinical picture of infectious mononu- 
A detailed report will be made of eight 
patients who were of particular interest because they 


cleosis. 


developed some unusual manifestation of this dis- 
ease or presented problems in differential diagnosis. 


REPORTS OF CASES 

CasE 1.—R. S. C., a 19-year-old white male 
student, was admitted to the University Hospital 
complaining of a head cold of two days’ duration, 
headache, sore throat, and cough. The initial exami- 
nation was negative except for a temperature of 
~ *From the Department of Student Health and the De- 
partment of Internal Medicine, University of Virginia. 


Read at the annual meeting of the Medical Society of 
Virginia, at Virginia Beach, October 6-8, 1941. 


ille, Virginia. 


103 degrees, and moderate injection of the throat. 
The leukocyte count was 3,600; a blood smear 
showed a moderate increase in band cells. The ten- 
tative diagnosis was acute respiratory infection. 
Details of the temperature curve and blood counts 
are shown in Chart I. On the third day after ad- 
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mission the appearance of the throat seemed insuf- 
ficient to explain the condition of the patient, who 
The lack of a definite diagnosis 
was a source of some concern. The blood smear was 


was acutely ill. 


repeated and many abnormal lymphocytes were 
found, suggesting for the first time a diagnosis of 
infectious mononucleosis. Six days after onset, the 
cervical and axillary lymph nodes became enlarged. 
The appearance of the blood smear now left little 
doubt as to the diagnosis. The heterophil aggluti- 


nation reaction, at first negative, was positive when 
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repeated on the thirteenth day of the illness. Re- 
covery was uneventful. 

Comment.—This case probably represents the 
usual sequence of events in infectious mononucleosis, 
but it is unusual because all the special features of 
the disease were absent when the patient was first 
seen. Leukopenia and increase in band cells are 
known to occur early, but in the absence of lym- 
phadenopathy and abnormal leukocytes, these find- 
ings are not especially suggestive of infectious 
mononucleosis. In this patient the changes in the 
peripheral blood preceded the development of !ym- 
The 


heterophil agglutination is usually positive when 


phadenopathy and the positive agglutination. 
first performed. Occasionally, as in this patient, 
it may not become positive until later and should 
always be repeated in negative or doubtful instances. 

The introduction of the heterophil agglutination 
reaction by Paul and Bunnel® in 1932 was a great 
advance in the diagnosis of infectious mononucleo- 
sis. It has been reported positive in as high as 92 
per cent in one series of patients and in as low as 
50 per cent in another. In our present series the 
heterophil agglutination reaction was positive in 
forty-four patients (83%); in nine cases (17%) 
it was 


the reaction was negative. In four cases 


not performed. In only three instances did it be- 
come positive after an initial negative test. These 
findings agree with the observation of other writers 
that in at least 90 per cent* of cases of infectious 
mononucleosis the heterophil reaction will be posi- 
tive when first performed, if it is going to be posi- 
tive at all. 

CasE 2.—N. R., an 18-year-old student nurse, 
was admitted to the hospital with a history of hav- 
ing had headache, malaise, aching joints, and shak- 
ing chills for forty-eight hours. Slight sore throat 
At the time of 
the initial examination the patient appeared acutely 


developed on the day of admission. 


ill. The temperature was 103 degrees; the pulse 
120. 
the anterior cervical glands were enlarged. The re- 


The pharynx was moderately inflamed and 


mainder of the examination was essentially nega- 
tive. Laboratory studies. revealed a leukocyte count 
of 20,000 with 8 per cent band cells and 84 per 
cent segmented cells. On the night of admission 
the temperature dropped to 98.4 degrees but on the 
next day suddenly rose to 103.8 degrees following 
a shaking chill. 
changed but a second leukocyte count revealed a 


The physical examination was un- 
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drop to 3,800, with 22 per cent bands and 34 per 
The patient was delirious, 
and appeared dangerously 


cent segmented cells. 
had several nosebleeds 
ill. Localizing signs of infection had not appeared 
and the diagnosis was obscure. Septicemia with 
toxic granulocytopenia was considered. 

On the third day after admission the patient con- 
tinued acutely ill with chills and a septic type of 
fever. Chest x-rays were normal. Blood cultures 
had shown no growth of organisms. The leukocyte 
count had fallen to 3,000. 
time revealed 18 per cent “large pathologic’? lympho- 
A diagnosis of infectious mononucleosis was 


Blood smears at this 


cytes. 
seriously considered for the first time. The hetero- 
phil agglutination reaction was positive in dilu- 
tions of 1:112. 
when the patient was greatly improved, submaxil- 


By the seventh day of the disease, 


lary, posterior cervical, and axillary lymph nodes 
became enlarged. At this time heterophil aggluti- 
nation was positive in dilutions of 1:224. The pa- 


tient recovered uneventfully. 


SUSPECTED SEPTICEMIA 
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Comment.—The outstanding feature of this case 
was the septic reaction, characterized by fever, chills, 
delirium, and the sudden development of a leu- 
At times the 


appearance of the patient caused grave concern. In- 


kopenia which suggested septicemia. 


fectious mononucleosis was not suggested by the clin- 
ical picture or blood studies until the fifth day after 
onset when the diagnosis was made after exami- 
nation of a third blood smear. 

The changes occurring in the peripheral blood 
in this disease have been adequately described by 
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Downey® and many other writers. It is perhaps 
worth emphasizing that in 68 per cent of the cases 
in our series the band cells were increased to more 
than 6 per cent at the time of the initial count. 
In many instances the abnormal lymphocytes that 
are considered characteristic of this disease did not 
appear until the patient had been under observation 
for several days. In 10 per cent of the patients 
leukocyte counts of less than 4,000 cu. mm. were 
encountered. 

The epistaxis which occurred in this patient is 
the commonest of the hemorrhaghic phenomena oc- 
curring in the disease. Bernsteint mentioned cases 
with purpura, bleeding gums, and even thrombocyto- 
penia, but these manifestations are very unusual. 

Case 3.—J. G. K., a 17-year-old student, was 
first seen at the Department of Student Health on 
April 27, 1940, complaining of a swollen gland 
in the left groin. This had been present for two 
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seen in infectious mononucleosis. Heterophil agglu- 
tination was positive in a dilution of 1:224. On 
May 6th, eleven days after the inguinal node was 
first noticed, the patient developed sore throat and 
earache and further enlargement of the cervical and 
axillary nodes. On May 8, he was much improved, 
but the inguinal nodes were more enlarged. On May 
18 the patient felt well, all the nodes were smaller, 
and the heterophil agglutination reaction was posi- 
tive in a dilution of 1:448. By May 24, the nodes 
had returned to normal size. Details of the blood 
count, agglutinations, and lymphadenopathy are 
shown in Chart III. 

Comment.—The occurrence of localized inguinal 
adenitis did not suggest infectious mononucleosis 
when this patient was first seen, but a diagnosis 
could probably have been made at that time from 
the blood smear. Although the cervical glands are 
the most frequently involved, any group of nodes 
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negative. The superficial lymph nodes were nor- the superficial lymph nodes occurs at some time 


mal except for a tender gland 2 x 3 cm. in the 
left inguinal region. The liver and spleen were not 
palpable. Blood studies revealed: Hb. of 16 gms., 
RBC 4.8 million, WBC 6,200. The smear showed 
8 per cent band cells, 30 per cent segmented cells, 
25 per cent large lymphocytes, and 37 per cent small 
lymphocytes. A diagnosis of inguinal lymphade- 
nitis, cause unknown, was made and the patient 
was advised to apply local heat. He returned five 
days later feeling only slightly improved. At this 
time the inguinal nodes were less tender, but the 
left cervical and left axillary nodes were enlarged. 
A leukocyte count was 10,200 cu. mm., and smears 
of the blood showed 3 per cent band cells, 15 pe 
cent segmented cells, 36 per cent large mononuclear 
cells, 39 per cent small lymphocytes, and 3 per 
cent eosinophiles. Many of the large mononuclear 
cells were the large abnormal lymphocytes commonly 


during the course of the disease in nearly every 
patient with infectious mononucleosis. Enlarged 
glands may precede fever by weeks, or may not 
develop until after twenty-five days of fever. Their 
duration may vary from a day or two to more than 
a year. 

The benign course of the disease in this patient 
was in sharp contrast to that in the preceding case. 

Case 4.—D. S., a 20-year-old student, was ad- 
mitted to the hospital on May 16, 1940, complain- 
ing of chilly sensations, headache, stiff neck, and 
fever. These symptoms had been present for five 
days. Ten days before admission he was bitten on 
the neck by a tick. 
was 102.4 degrees; pulse 100. 
time revealed puffiness under both eyes, a moder- 


The admission temperature 
Examination at this 


ately inflamed pharynx, and one purpuric spot on 
the left upper arm. The lymph nodes were ne* sig- 
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nificantly enlarged, and the spleen was not pal- 
pable. Laboratory studies revealed: RBC. 5.2 mil- 
lion; WBC 5,200; a 
band cells, 28 per cent segmented cells, 5 


smear showed 13 per cent 
per cent 
large lymphocytes, 41 per cent small lymphocytes, 
11 per cent monocytes, and 2 per cent eosinophiles. 
The tentative diagnosis at the time of admission 
was acute pharyngitis. An irregular type of fever, 
headache, and aching neck continued, and the spleen 
became palpable. Because of the history of tick 
bite, specific agglutinations were obtained; Proteus 
X-19 was positive in dilutions of 1:640, heterophil 
agglutination was positive in dilutions of 1:224; 
B Tularense, Proteus X-20, and Proteus K-0 were 
negative. A few days later the diagnosis seemed 
settled when the blood smear became typical of 


infectious mononucleosis. On the ninth day after 
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spring, unexplained fever, headache, and palpable 
spleen, Rocky Mountain Spotted Fever was sus- 
pected. The results of the agglutination reactions 
were confusing, both Proteus X-19 and the hetero- 
phil reaction being positive. The subsequent clinical 
course, the appearance of the blood smears, and 
the increasing heterophil reaction made a_ positive 
diagnosis of infectious mononucleosis. The bizarre 
and inconsistent agglutination reactions with the 
Proteus organisms and the absence of rash would 
The 


most likely explanation is that a single infection, 


seem to rule out a co-existent Spotted Fever. 


infectious mononucleosis, was present, and multiple 


agglutination responses occurred. Bernstein,® in 
1934, reported positive agglutinations for B. Abortus, 
B. paratyphosus B., and B. Suipestifer II in pa- 


tients. with infectious mononucleosis. 
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admission, heterophil agglutination was positive in 
dilutions of 1:448, Proteus K-0, 1:640, Proteus 
X-19, 1:40, and Proteus X-20 was negative. The 
patient felt well and was discharged on the tenth 
day. 

Five days later he was readmitted complaining 
of malaise, sore throat, pain in the left ear, and 
The 
counts during both admissions are shown on Chart 
IV. On the the 


axillary nodes were enlarged. A severe Vincent’s 


adenopathy. temperature curve and_ blood 


second admission, cervical and 
gingivitis was present, and the patient remained 
quite uncomfortable for five days. 

Comment.—This case has many interesting fea- 


tures. Because of the history of tick bite in the late 


Another interesting feature in this case was the 
extreme granulocytopenia that developed on the 
thirteenth day after onset. The leukocyte count was 
6,200 cu. mm., and the smear showed only 1 per 
cent band cells and 2 per cent segmented cells; 
platelets, erythrocytes, and hemoglobin were un- 
changed. Two days later the leukocyte count rose 
to 20,000, with 5 per cent band cells and no seg- 
the 


pharynx contained both polymorphonuclear leuko- 


mented forms. Several areas of exudate on 
cytes and lymphocytes, and at no time did the ap- 
pearance of the throat suggest agranulocytic angina. 
Vincent’s infection, as seen in this patient, is very 
common in infectious mononucleosis. 


After an apparent recovery, the patient had a 
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telapse within a week, a rather common occurrence 
according to Bernstein. In this instance the re- 
lapse was much more painful than the original 
episode. 

CasE 5.—E. C., a 24-year-old white male, was 
referred to the hospital with a diagnosis of acute 
appendicitis. He gave a history of dull persistent 
right-lower-quadrant pain of one week’s duration. 
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The pain was slight while the patient was in bed, 
but became sharp and at times quite severe when 
he was up and about. He gave no history of 
nausea, vomiting, or diarrhea. On admission the 
temperature was 98.6, pulse 80. Examination was 
negative except for tenderness and slight spasm 
localized in the right lower abdominal quadrant. 
Laboratory studies revealed a negative urine and a 
leukocyte count of 6,800. The blood smear showed 
33 per cent segmented cells, 22 per cent small lym- 
phocytes, and 35 per cent large lymphocytes, about 
one-half of the latter being abnormal cells. On the 
following day the blood smear contained 20 per 
cent segmented cells, 15 per cent small lymphocytes, 
and 65 per cent large lymphocytes; about two-thirds 
of the large lymphocytes were the mature abnormal 
cells commonly seen in infectious mononucleosis. 
Abdominal pain and tenderness persisted, and ap- 
pendectomy was performed because it was felt that 
in view of the findings any other course was unsafe. 
Pathological 
Heterophil agglutina- 


Recovery was uneventful. 
showed a normal appendix. 
tions were not obtained. 
Comment.—Removal of a normal appendix is 
hardly unusual enough to warrant a report. In this 


instance the clinical picture was not typical of 


reports 
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appendicitis, yet appendectomy was performed be- 
cause it was thought that the appendix was the 
most likely offender. Although the superficial lymph 
nodes were not enlarged, more serious consideration 
of the blood smear would possibly have prevented 
an operation. Abdominal pain sometimes occurs in 
infectious mononucleosis and is usually attributed 
to enlargement of intra-abdominal nodes. These 
have been palpated in some cases. At the time of 
operation no enlarged glands were noted. 

CasE 6.—A. F., a 29-year-old white male, was 
admitted to the hospital complaining of severe head- 
ache and fever of three days’ duration. The ad- 
mission temperature was 103 degrees. Physical 
examination was essentially negative. A leukocyte 
count was 6,800 and the blood smear showed 23 
per cent band cells, 31 per cent segmented cells, 
40 per cent small lymphocytes and 6 per cent mono- 
cytes. Severe headache continued. The patient be- 
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came very drowsy and was aroused only with dif- 
ficulty. Neurological examinations were repeatedly 
negative. The temperature curve is shown in Chart 
VI. Encephalitis was suspected, and lumbar punc- 
ture was performed on the fourth day after admis- 
The fluid was clear but contained 26 cells, 
The spinal fluid 


sugar was normal, globulin increased, and serology 


sion. 
24 of which were lymphocytes. 


negative. Chlorides were reported as 457 mgm. A 
diagnosis of encephalitis, cause unknown, was made 
and a guarded prognosis given. Two days later a 
cervical node became enlarged. The patient began 
to improve. Heterophil agglutination was performed 


ls ste 
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and found to be positive. The blood smear was 
repeated and found to be typical of infectious mono- 
nucleosis. The patient made an uneventful recov- 
ery; when last seen two weeks after initial lumbar 
puncture, the spinal fluid still showed 27 cells. 
Comment.—In this case fever, headache, and 
marked drowsiness suggested the diagnosis of some 
type of encephalitis and lumbar puncture seemed 
to confirm the diagnosis. The appearance of mod- 
erate cervical lymphatic enlargement two days later 
led to the probable diagnosis by means of the 
heterophil agglutination and further blood studies. 
Had the adenopathy not developed it is quite likely 
the correct diagnosis would not have been made. 
Central nervous system abnormalities in infec- 
tious mononucleosis were first described by Epstein 
and Dameshek.’ Headache, blurred vision, convul- 
sions, stupor, coma, stiff neck, positive Kernig and 
Babinski signs have been reported. The pleocytosis 
consists of mononuclear cells and is usually less 
than 200 but may be as high as 1,000. The spinal 
fluid sugar is normal, protein may be increased, 
and the Pandy test is strongly positive. Infec- 


tious mononucleosis should be considered before 
making a diagnosis of encephalitis or “lymphocytic 
meningitis”. 

CasE 7.—W. A., a 21-year old student, was 
admitted to the hospital complaining of malaise, 
sore throat, fever, and chilly sensations. These 
symptoms had been present for a week. The admis- 
sion temperature was 103.2; pulse 110. Examina- 


tion revealed a reddened pharynx; there were en- 
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larged tender glands in the anterior and posterior 
Blood studies showed: hemoglobin 
85 per cent; red blood count of 4.2 million; leuko- 
cyte count 6,000. 
bands, 8 per cent segmented, 26 per cent large ab- 


cervical region. 
The smear showed 15 per cent 


normal lymphocytes, 45 per cent small lymphocytes, 
and 6 per cent monocytes. Heterophil agglutina- 
tion was positive in dilutions of 1:224. On the 
day after admission the spleen was palpable and a 
rash consisting of discrete pinkish brown macules 
appeared over the anterior and posterior trunk. 
On the second day the patient felt improved, the 
rash had begun to fade, but a definite jaundice 
was noticed for the first time. On the following 
day the Icteric index was 58 and the blood choles- 
terol 69 mg. per 100 cc. A stool contained the 
normal amount of changed bile. Examination of 
the urine gave a “3+” reaction for bilirubin and 
The stools continued 
to contain the normal amount of changed bile during 


“21 reaction for urobilin. 


the remainder of the time the patient was in the 
hospital. The jaundice gradually decreased and had 
disappeared by the tenth day. At this time the 
urine contained no bilirubin, the icteric index was 
per 100 
The patient was discharged from the hospital. 


15 and the blood cholesterol was 50 mgs. 
... & 
Eight days later he had entirely recovered from his 
The now 14 
blood cholesterol was 199 mgs. per 100 c. c. 


sickness. icteric index was and the 

Comment.—In this case the diagnosis was evi- 
dent at the time of admission. Most interesting was 
the occurrence of jaundice which is a well recog- 
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nized but unusual development in patients with in- 
fectious mononucleosis. It occurred twice in twenty- 
eight cases reported by Stuart,’ once in Bernstein’s 
series of sixty-five cases* and only once in this series 
of fifty patients. The first observation of jaundice 
in infectious mononucleosis was reported by Mackey 
and Wakefield.* They interpreted the dark urine 
and clay-colored stools as indicating obstructive 
jaundice, most likely due to occlusion of the com- 
mon duct by lymph node enlargement. In a case 
mentioned by Stuart the factor of infectious hepatitis 
rather than obstruction was suggested by a biphasic 
Van den Bergh reaction. In the patient reported 
above the jaundice was associated with bile in the 
urine and likewise in the stool, a high icteric index, 
These findings suggest that 


and low cholesterol. 
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course and blood smear seemed characteristic enough 
to establish the diagnosis of infectious mononucle- 
On the second both the blood 
smear and the heterophil agglutination were con- 
sidered diagnostic. 

Comment.—This patient is of interest mainly due 


osis. admission, 


to the occurrence of two attacks of mononucleosis 
(about one year apart). The symptoms were so 
similar that at the time of the second admission the 
patient volunteered the opinion that he must be suf- 
fering from the same disease that he had the year 
previously. Although the 
glandular involvement were very similar in the two 


these symptoms and 


attacks the second was more protracted and more 


severe. Recurrences are rare in infectious mono- 


nucleosis, but several instances are on record. 
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the jaundice was the result of hepatitis rather than 
common duct obstruction. 

This patient also developed a morbilliform rash 
with a temporary residual pigmentation which lasted 
about twelve days. Rashes are not uncommon in 
infectious mononucleosis and many types have been 
described. Eruptions have been described as pur- 
puric, typhoid-like, morbilliform, scarlatiniform, ty- 
phuslike, urticarial, vesicular, and of the type char- 
acteristic of ervthema nodosum. 

Case 8.—R. C., a 20-year-old white 
twice admitted to the hospital; on July 
and on August 3, 1940. 


male, was 
29, 1939, 
The temperature curves 
and blood studies on both admissions are shown 
in Chart VIII. On the first admission, the hetero- 
phil agglutination was negative, but the clinical 


Chart VIII 





DISCUSSION 
The clinical course of infectious mononucleosis 
suggests an infectious. origin, but an etiological agent 
The treatment is entirely 


has not been isolated. 


symptomatic. The sulfonamide drugs were used 


upon a few patients in this series, but apparently 
had no effect on the course of the disease. Although 
patients may appear seriously ill at times, death due 
to infectious mononucleosis has not been reported. 

Because of the many clinical manifestations the 
disease may present, some more serious disorder is 
frequently suspected. Although the diagnosis often 
cannot be established until the patient has been 
under observation for several days, the difficulty 
in diagnosis is usually due to a failure to consider 
infectious mononucleosis as a possibility. If the 


forked 


Dike a 
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disease is suspected diagnosis is usually not diff- 
cult because the characteristic blood picture and 
positive heterophil agglutination are generally pres- 
ent when the patient first consults the physician. 
A positive diagnosis is important for it not only 
removes uncertainty as to the nature of the illness 
but also gives basis for invariably good prognosis. 
Infectious mononucleosis should be considered in 
all patients with unexplained fever, Vincent’s angina, 
atypical influenza, glandular enlargement in any 
location, and unusual forms of encephalitis and 
lymphocytic meningitis. It should likewise be con- 
sidered in patients with unexplained lymphocytosis, 
false positive Wassermann reactions, jaundice, and 


unexplained abdominal pain. 


SUMMARY AND CONCLUSIONS 


— 


A study of fifty-seven cases of infectious mono- 

nucleosis is reported. 

2. Detailed clinical observations have been described 
in eight patients who presented unusual mani- 
festations of the disease. 

3. An early diagnosis of the disease depends upon 
alert observation and correlation of clinical and 
laboratory methods. 

4. The manifestations of infectious mononucleosis 
are so protean that the disease must be consid- 
ered in the differential diagnosis of many other 
conditions. 
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DIscUSSION 

Dr. J. HAMILTON SCHERER, Richmond: Dr. Leavell has 
very graphically shown the clinical variability of in- 
fectious mononucleosis. A discussion would go on for 
days if he we should attempt to cover all the manifes- 
tations. I am therefore going to point out simply a few 
things that our experience has taught us. 

I think the diagnosis is particularly important when 
we are considering leukemia. I have had occasion to 
see several cases in which the diagnosis was extremely 
difficult. 


acteristic of infectious mononucleosis, as Dr. Leavell 


These pathological lymphocytes which are char- 


told you, may sometimes reach very immature appear- 
ing proportions. If this occurs in a young girl, associated 
with an anemia, as is frequently the case, one is really 
Very fortunately, the heterophil test will 


make the diagnosis for us. 


on the spot. 
These cases usually have 
marked ulceration of the throat. 

One experience that occurred in our laboratory this 
week I think is important. I found our laboratory re- 
peating a heterophil reaction on a Negro patient in St. 
Philip’s Hospital. 
said the patient did not have infectious mononucleosis. 


We had already seen a smear and 


But I think this is important. The disease does not 
occur in the Negro race so far as we-know. A few cases 
may have been reported, but I think in general it does 
not occur in this race. 

There is very little else I can add that Dr. Leavell 


has not already told you. 





HEPATOMEGALY* 


C. M. Caravat, M.D., 


Richmond, Virginia. 


The normal liver weighs from 1,300 to 1,900 
grams. Clinically, its weight cannot be estimated 
and hence studies of its size and consistency must 
be relied upon accurately to establish hepatomegaly. 


*Read before the annual meeting of the Medical So- 
ciety of Virginia, at Virginia Beach, October 6-8, 1941. 


A significantly enlarged liver is one whose ante- 
rior border extends at least several centimeters below 
the costal margin (about two finger breadths). A 
truly normal liver may be felt in asthenic individu- 


als, particularly at the end of deep inspiration. 
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Palpation is the most effective single method to 
establish increased liver size. If abdominal muscle 
relaxation is satisfactory careful palpation and per- 
cussion will usually suffice to determine accurately 
liver enlargement. Upper abdominal masses are not 
always easily differentiated and when in doubt we 
must utilize other diagnostic procedures to aid in 
the differentiation. An enlarged right kidney is 
usually palpated posteriorly with more ease and the 
kidney, when enlarged, more often retains its renal 
contour. Flat plate of the abdomen and intravenous 
pyelography will usually establish which of these 
two organs is the source of the pathology. 

Splenic tumor may confuse the identity of an 
upper abdominal mass. Its contour, position, re- 
stricted movement of left diaphragm, descent of the 
mass with inspiration, increased area of dullness in 
left flank and barium studies of the stomach where 
characteristic displacement and evidence of extra- 
gastric pressure, will usually suffice to differentiate 
hepatomegaly from splenomegaly. 

If ascitic fluid is present in the peritoneum, it 
may best be aspirated, though often an enlarged 
liver may be detected by ballottement in the pres- 
ence of fluid. 

After establishing presence of increased liver size, 
it is then desirable to ascertain its contour and de- 
termine whether it is smooth, soft, hard or nodular 
and irregular. And when this is done, a concise 
classification is practical, in which most causes of 
hepatomegaly can be accurately placed. 

Smooth enlargement of the liver is due usually to 
the general deposition in the organ of certain sub- 
stances causing a symmetrical broadening of the 
organ and a stretching of Glisson’s capsule. Con- 
trariwise, an irregular enlarged liver is due to iso- 
lated nodules or hypertrophic areas scattered irregu- 
larly throughout the parenchyma of the organ. A 
classification on this basis follows: 

I. SMootTH ENLARGEMENT 

1. Passive Congestion 
A. Congestive heart failure 
B. Pick’s disease. 
2. Fatty Metamorphosis (including infiltra- 
tration and degeneration) 
. Cirrhosis 
. Pancreatic lithiasis (lipocaic) 
. Pernicious anemia 
. Banti’s syndrome (secondary cirr- 
hosis of liver). 


Yoxmpe 
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3. Bile 
A. Biliary cirrhosis 
B. Epidemic jaundice (infectious, ca- 
tarrhal) 
C. Other types of toxic hepatitis. 
4. Hemachromatosis (pigment cirrhosis). 
5. Amyloidosis. 
6. Miscellaneous 
A. Lymphoblastomas, as Hodgkins, 
Leukemias 
B. Still’s disease. 


II. IRREGULAR ENLARGEMENT 
1. Tumors 
A. Carcinoma 
B. Benign tumors. 
2. Syphilis. 
3. Abscesses 
A. Pyemic 
B. Amebic. 
4+. Echinococcus cyst (hydatid tapeworm). 


I. SMooTH ENLARGEMENT 
1. Chronic Passive Congestion’: *+8 

A. It is the result of congestive heart failure and 
is the most frequent cause of liver enlargement. The 
entire organ distends due to back pressure of venous 
blood from right auricle into vena cava, and thence 
into the hepatic vein. It is smooth though firm and 
definitely tender. It is engorged with blood and 
rarely there may be visible systolic pulsation,* and 
other evidences of cardiac decompensation are pres- 
ent. After the congestion continues for an extended 
period of time it develops into a true hepatic pic- 
ture with central lobular atrophy, in which red blood 
cells surround the hepatic cells, become static, anoxia 
results, and a deposition of connective tissue within 
This has been termed cardiac 
cirrhosis but in reality should be called cardiac 
fibrosis as there are no areas of repair as is invari- 
ably seen in true cirrhosis. It is stated that about 
one-third of cases of passive congestion develop 
fibrosis. 

Management.—The management of this condition 
is the efficient care of the under-lying cardiac state 
and upon improvement of the general circulation 
there is reduction of liver size. 


the lobules begins. 


B. Pick’s disease is constrictive pericarditis and 
it is characterized by the presence of enlarged liver, 
associated with ascites and polyserositis and a quiet, 
small heart. There is prolonged high venous pres- 
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sure which is a factor in causing many of these 
changes. Fibrosis may later develop. 

Management.—Surgery to the pericardium is the 
specific treatment for relief of this rare condition. 
The hepatomegaly will improve when venous pres- 
sure is reduced. 


2. Fatty Metamorphosis 

A. Is increase of fat or lipoids in the hepatic 
cells. The cell is injured due to toxin, or infec- 
tion, and as a result anoxia develops, with more 
cellular destruction and fat deposition. There are 
many theories as to the probable mechanism of these 
fatty changes, but the experimental work of Drag- 
stedt®.® indicates that the most plausible is that a 
pancreatic enzyme, isolated by him, which he has 
termed lipocaic, is the chief factor in control of 
fatty deposit in the liver. Snell and Comfort have 
administered lipocaic clinically and state that it does 
reduce the amount of liver lipid. Fatty infiltration 
or large fatty livers are mostly found in alcoholics, 
but other agents such as chloroform, cinchophen, 
arsenic, and bacterial invasion, as in the post-partum 
infections, may cause it. The infiltration of fat 
causes a symmetrical enlargement of the liver which 
may become immensely increased in size. It is not 
generally appreciated that hepatic enlargement and 
not atrophy is the chief gross liver change that is 
detected in early Laennec’s cirrhosis. The fat re- 
places the glycogen in the liver parenchyma and 
this antecedes the onset of fibrous changes, which 
may not occur for months or even years, at which 
time a reduction in the size of the liver will be 
noted. This atrophy is due to contracture from the 
connective tissue around the lobules, and is followed 
by the classical picture of hob-nail or alcoholic cirr- 
hosis. 

There is strong clinical and experimental evidence 
to substantiate the belief that alcohol and vital food 
deficiency are the chief etiological agents in pro- 
duction of fatty degeneration of the liver and its 
sequela, cirrhosis. In a review of 938 autopsy 
records at Boston City Hospital by Keefer® in which 
cirrhosis was cited as cause of death, 48 per cent 
were thought to be due to alcohol. In 224 autopsies 
of cases of cirrhosis studied by Bell? 25 per cent 
gave history of alcohol. Ralli, Rubin, and Rinzler™ 
studied livers of many people who died of accidents 
and found increase of liver lipids in over 50 per 
cent with alcoholic history. The lipid content of the 
liver in patients with cirrhosis who were not alco- 
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holics was not increased. Experimentally, Mallory" 
administered amyl alcohol to hogs for two years 
and could not produce liver changes, probably be- 
cause their diets protected them, but if some other 
toxic agent, as zinc or copper, was added fatty 
changes developed. 

Rich and Hamilton™ in a study of rabbits on de- 
ficient diet could not produce liver pathology if they 
fed the animals brewers’ yeast, stating that dietary 
deficiency with absence of vitamin B complex would 
produce fatty livers. 

McHenry and Gavin"™ did produce fatty infiltra- 
tion with special diets, particularly low in choline 
content, and found that the addition of brewers’ 
yeast and lipocaic would prevent the changes. Yeast 
contains a large amount of available choline. 

Patek and Post'* present convincing clinical evi- 
dence in a large group of control patients, that 
proper dietary intake plus additional vitamin B 
complex, decreases morbidity and prolongs life, even 
in moderately advanced portal cirrhosis. 

It is fair to conclude, then, that excessive alcohol 
consumption plus dietary deficiency, which is usu- 
ally present in chronic alcoholism, or other toxic 
hepatic injury, may produce liver cell damage and 
fatty metamorphosis and in most instances this is 
followed by cirrhosis. 


It occurs more often in the third or fourth decade, 
and is more common in males. The liver enlarges 
and may extend downward below the umbilicus and 
into the left flank, often causing girth enlargement. 
The edges are rounded and smooth, and it is non- 
tender. With the onset of true cirrhotic changes, 
evidences of partial venous obstruction begin. Sple- 
nomegaly may precede hepatomegaly due to back 
pressure and consequent splenic congestion and en- 
largement. Therefore, when an enlarged spleen is 
felt on physical examination, always think of liver 
disease, and if in doubt have esophagus examined 
by barium studies for possible varices in the lower 
one-third. The findings of these will indicate the 
presence of hepatic cirrhosis. These may rupture, 
causing gastro-intestinal hemorrhage, and other evi- 
dences of venous obstruction, as spider angiomata 
and marked dilatation of superficial veins of the 
trunk, and, later, ascites develops, followed often by 
jaundice, due to intra-hepatic cellular damage. There 
is often a fall in serum proteins, and a reversal of the 
albumen-globulin ratio. This hypo-proteinemia may 
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accentuate the formation of ascitic fluid and may 
cause ankle edema. Bleeding tendencies may de- 
velop due to prolonged prothrombin time, and macro- 
cytic anemia’ and leukopenia are the rule. Liver 
function tests, as bromsulphalein, hippuric acid, 
and galactose tolerance may show hepatic dysfunc- 
tion, and bilirubinemia will increase if the disease 
progresses. It usually fluctuates, however, and bile 
is usually found in the duodenal drainage. 

Management.—The first essential in the treatment 
is to prevent ingestion of alcohol or other toxic 
agents. When cirrhosis has developed, small quan- 
tities of alcohol will produce serious effects and 
often cerebral edema and death. If ascites is pres- 
ent, limit oral fluid intake and sodium chloride, and 
give mercurial diuretics later, if necessary. If the 
abdominal fluid continues to increase and patient 
is in distress, paracentesis should be performed. A 
high caloric diet, with large quantities of carbohy- 
drates, with adequate proteins and a very low fat 
intake is advisable. Ravdin,!® Whipple,” Rich, 
Hamilton,!* and others have demonstrated that car- 
bohydrates and proteins with addition of vitamins 
protect the liver. In liver disease there is depletion 
of liver protein and of glycogen, and when these 
are low, the lipids in the liver rise and the liver 
becomes more susceptible to damage. Therefore, the 
patient should be given a practical fat free, high 
carbohydrate, high protein, and high vitamin, high 
caloric diet. Four thousand calories is not too much, 
with about 75 per cent carbohydrates, 20 per cent 
protein, 0-5 per cent fat with addition of 30 gms. 
of brewers’ yeast daily. Skim milk, albumin, cot- 
tage cheese, eggs, and bananas may make up the 
bulk of the diet. 

Intravenous injections of whole blood or plasma 
will aid in cases of low plasma protein. Amino- 
acids have been advocated intravenously, but are 
inferior to plasma. Keep check on kidney function. 
Measure twenty-four hours’ intake and output of 
fluids often. Patients with liver diseases often re- 
tain water (oliguria). With spontaneous diuresis 
there is often quick reduction of the jaundice. Give 
parenteral liver for macrocytic anemia when it is 
present. Vitamin K either natural or synthetic 
should be administered when there are bleeding ten- 
dencies. If bleeding from the esophageal varix is 
recurrent, ligation of the vein or its sclerosis with 
injection of sodium morrhuate may be considered. 

B. Pancreatic Lithiasis——The obstruction of the 
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pancreatic ducts due to stones and the consequent 
lack of pancreatic enzyme in the intestine is at 
times associated with cirrhosis. Snell’ has reported 
three cases in which liver enlargement due to fatty 
infiltration was probably caused by lack of lipocaic 
as ¢ -ribed by Dragstedt, and Cole and Howe have 
demonstrated fatty livers associated with pancreatic 
fibrosis. The absence of pancreatic enzymes in duo- 
denal drainage, the presence of fatty, bulky stools 
with generalized emaciation, and findings of stones 
in the pancreatic duct with roentgen ray will estab- 
lish the diagnosis. Give low fat, high carbohydrate 
diet with large amounts of calcium. Operative re- 
sults are questionable. 

C. Pernicious Anemia.—The liver enlargement 
associated with this condition is due chiefly to fatty 
degeneration and to deposition of hemosiderin, as 
described by Hunter.* One must be cautious. as to 
the differential diagnosis of hepatomegaly associ- 
ated with macrocytosis. The liver in pernicious 
anemia is seldom very large and the other character- 
istic diagnostic findings, so well known in Addi- 
sonian’s anemia, will suffice to decide the issue. 

D. Banti’s Syndrome (secondary cirrhosis of the 
liver).—This is essentially a primary fibrosis of the 
spleen and in the later stages a typical picture of 
cirrhosis of the liver develops. The occurrence of 
a very large spleen, with the blood picture most 
often found, will aid in the diagnosis of this dis- 
order. 

3. Bile 

A. Biliary Cirrhosis*“—In obstructive jaundice 
due to obstruction of the extra-hepatic ducts, there 
is pronounced jaundice (hyperbilirubinemia), bile 
stasis (thrombi)** leukocytic infiltration and disten- 
tion of interlobular ducts with consequent increase 
in liver size. When the obstruction to the common 
bile duct is of long standing, secondary biliary cirr- 
hosis results with deposition of fibrous. tissue. 

There is usually a clinical picture of sepsis with 
chills and irregular fever, leukocytosis, and deep 
jaundice in the acute cases, and if blockage con- 
tinues liver damage will result. In cases of stone 
in the common duct, obstruction is seldom complete, 
while in obstruction due to neoplasm, as cancer of 
the pancreas, the obstruction usually is progressive, 
non-fluctuating and is usually complete, and hence 
no bile will be found in duodenal drainage or in 
the feces, and no urobilin will be found in the urine. 
The serum phosphatase* is usually well elevated in 
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obstructive cases, but is more often normal in portal 
cirrhosis. A positive direct van den Bergh is usually 
found in obstructive jaundice also. 

Management.—The treatment of biliary cirrhosis 
(bile obstruction) is removal of the obstruction of the 
common bile duct when this is possible, as in cases of 
stone or stricture. And when this is not practical, 
as in cancer of the pancreas, a short circuit opera- 
tion to detour the bile through the gall-bladder into 
the gastro-intestinal tract will relieve the pressure 
in the intra-hepatic bile system and reduce the in- 
fection, and hence aid in restoring liver function. 
Vitamin K and bile salts should be given before 
laparotomy and adequate glucose and protein in the 
form of whole blood or plasma should be freely used. 

B. Epidemic jaundice or infectious hepatitis, 
formerly termed catarrhal jaundice, causes a smooth 
and moderate hepatic enlargement. It is due to intra- 
hepatic cell damage from toxins, and true inter- 
stitial hepatic edema develops.** There may be as- 
sociated cholangitis. The liver edge seldom extends 
over two fingers’ breadth below the costal arch and 
it is usually tender. There is commonly a story of 
antecedent upper respiratory infection, or of gastro- 
intestinal upset about one week before the onset of 
catarrhal icterus. It is more common in children 
and young adults, and occurs more often in the fall 
and winter. Anorexia, nausea, mild fever, and par- 
tially acholic stools are common. The jaundice 
seldom persists over four to five weeks. There is 
often a low sedimentation rate”? and the spleen is 
moderately enlarged in over 50 per cent of the cases. 
It must, at times, be differentiated from lepto-spi- 
rosis (Weil’s disease) and other painless jaundice. 
A chronic hepatitis may develop from it, but the 
rule is complete hepatic repair and recovery. 

Hepatitis from other causes, as arsphenanine, cin- 
chophen, etc., presents a similar clinical story and 
produces liver enlargement at times. 

Treatment.—A low fat and high caloric diet, 
with adequate protein, and ample vitamins should 
be administered. Hypertonic glucose intravenously 
may aid in the severe cases, as it causes dehydra- 
tion of tissue and increase of the glycogen, and it 
will aid in the reduction of the hepatic edema. Keep 
patient in bed for first few days or until fever has 
gone and nausea and vomiting have ceased. 

4. Hemachromatosis 

Is a deposition of pigment in the liver with a 

consequent marked smooth enlargement of the organ. 


VIRGINIA MEDICAL MONTHLY 191 


The disease is known as Bronze Diabetes, the char- 
acteristic features being a bronze skin, enlarged 
liver, and later the occurrence of glycosuria. If a 
non-alcoholic with a definitely enlarged smooth liver 
presents himself, think of pigment cirrhosis. The 
pigment is hemosiderin, an iron containing sub- 
stance which deposits itself in the glandular organs. 
It may be proved by the Fishback intradermal test 
for iron pigment but a negative test does not ex- 
clude hemachromatosis. Biopsy of skin will often 
aid in establishing the diagnosis. According to 
Yater,”® the glycosuria is probably due to pancreatic 
embalance. 


5. Amyloidosis 
Is due to a replacement of normal hepatic par- 
enchyma with amyloid material and a resulting liver 
enlargement with smooth contour. It is extremely 
rare, occurs during long lasting illnesses, and there 
are secondary manifestations of a general amyloido- 
sis, characterized by general tissue wasting, an en- 
larged spleen, 4 plus albuminuria, and hypopro- 
teinemia. 
6. Miscellaneous 
A. Leukemia. 





Enlargement of the liver in the 
leukemias is thought to be due chiefly to extensive 
infiltration of leucocytes in the sinusoids and inter- 
lobular areas.27 The diagnosis is made by blood 
studies and sternal puncture. 

B. Hodgkins Disease—Numerous small, whitish 
nodules, due to large numbers of reticulum and 
giant cells are distributed generally throughout the 
liver parenchyma, and this, plus areas of fibrosis, 
is the principal cause of hepatic hypertrophy.” 


11. IRREGULAR ENLARGEMENT OF THE LIVER 
1. Tumors 

A. Carcinoma.—Cancer is the most common 
tumor of the liver. Secondary metastatic neoplasm, 
from primary malignancy in the gastro-intestinal 
tract and pelvis is the most usual type. The liver 
is hard and irregular and is not tender. It may 
enlarge very rapidly due to encroachment of the 
neoplasm into the veins with obstruction and con- 
gestion, or to multiple metastasis throughout the 
organ. Ascites and splenomegaly are rare but jaun- 
dice is common and is progressive in nature. Pri- 
mary malignancy of the liver is rare, except in the 
Orient. It has been conceived that the high in- 
cidence of hepatic cirrhosis there is due to intes- 
tinal flukes, particularly the Schistosomas, and that 
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the cirrhosis may predispose to malignant change. 
The diagnosis is made by the finding of the pri- 
mary tumor and by the signs described above, plus 
wasting and low grade fever with various grades of 
anemia. White*® has recently emphasized the im- 
portance of thinking of carcinoma more often, in 
chronic doubtful cases of hepatic enlargement, par- 
ticularly with jaundice. 

B. Benign Tumors.—Angioma, fibroma and sim- 
ple cysts may occur, but are most unusual. 


2. Syphilis (Hepato-Lobatum ) 

Syphilis may produce a cirrhosis and, as a con- 
sequence, an enlarged and irregular liver. Fibrous 
tissue forms at the site of the gummata. The clas- 
sical picture is one of cirrhosis, plus syphilis. How- 
ever, diagnosis is difficult and presence of an en- 
larged liver, and a positive Wassermann is not suf- 
ficient. Icterus, chronic febrile reaction, a tender 
liver and mild ascites may be present. The thera- 
peutic test for syphilis should be instituted and 
careful but adequate anti-luetic therapy and general 
measures for the management of the cirrhosis should 
be carried out after its identity is ascertained. Po- 
tassium iodide in large doses may be specific here. 
The arsphenamines should be used with caution, 
if at all. 


3. Abscesses 

A. Pyemic.—Pyogenic infection of the liver is 
usually secondary to thrombo-phlebitis 6f the portal 
vein, which usually originates from an appendiceal 
abscess or other purulent disease within the peri- 
toneum. The abscesses are commonly multiple in 
the liver; often there is enlargement of one lobe, 
and at times a friction rub may be heard over the 
liver area. Splenomegaly, chills, fever of a septic 
type, leukocytosis and jaundice are found. There 
may be progressive elevation of the right diaphragm. 
The abscess may rupture into the peritoneum (fatal) 
or through the diaphragm and into a bronchiole, 
with spontaneous recovery.*? Hepatic puncture may 
be performed to ascertain the diagnosis. The treat- 
ment of pyemic abscess of the liver is the general 
management of the febrile state, with attention to 
fluid balance and adequate vital food requirements, 
together with the administration of heroic doses of 
sulfonamides (preferably sulfadiazine) to the point 
of tolerance. Chemotherapy may be specific here. 
Surgical drainage of abscess or abscesses should be 
performed if conservative procedures are not helpful. 
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B. Amebic Abscesses cause irregular hepatic en- 
largement. The abscesses are sterile and contain no 
organism from the G. I. tract. Intestinal amebiasis, 
which is characterized by periodic attacks of diar- 
rhea containing blood and mucus, fever, and so 
forth, usually antecedes the liver pathology. The 
diarrhea may have disappeared several months be- 
fore the liver shows evidence of the abscesses. The 
diagnosis is made by the finding of endameba 
histolytica in the cystic or motile form in the stools, 
plus the general symptomatology, as described above. 
A therapeutic test with emetine is advisable if there 
is any question of the diagnosis. 

Management.—It should always be considered 
strictly a medical problem. The abscesses are sterile 
and if opened will become infected. Therefore, no 
surgery should be performed. Give emetine gr. 44 
daily for 3-4 days, and then gr. 14 for 6-8 days. 
(This drug acts on the liver and is specific. Never 
over 10 grs. It is toxic.) Carbasone orally, gr. 4, 
twice daily for 10 days. If these do not effect a cure, 
aspiration with needle may be performed. 


4. Echinococcus Cyst, 

Though rare, causes hepatic tumefaction. It never 
has been seen in a native born American. It occurs 
commonly in Iceland, Australia, and Wales. It is 
transmitted by the sheep dogs, and the parasite is 
found commonly in the excreta from these dogs. It 
is caused by the hydatid tapeworm. The abdominal 
mass may feel cystic. The general health of patient 
is good. Jaundice is rare. Eosinophilia is usually 
present. 

Management. — Echinococcus cyst when causing 
symptoms should be opened by surgery and packed 
with gauze saturated with 10 per cent formalin. Wait 
for a short time (15 minutes) and cyst will peel off 
completely and will not leak in cavity. 


If after applying all the diagnostic principles 
mentioned above, and a clear conception of the na- 
ture of the upper abdominal mass is not then pre- 
sented, some special procedures should be performed 
to clarify the findings. 

Punch biopsy of the liver, as recommended by 
Tripoli, and Fodor and by Iverson and Rohalin*', 
and more recently by Hanger and Gutman® will give 
valuable etiological information with comparative 
safety when properly performed. 

Peritoneoscopic visualization of the liver,®** while 
a more formidable investigation, may show clear- 
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ly the type of liver pathology, both by direct in- 
spection of the organ and by securing tissue from 
it for biopsy. It is of especial value in the aged, 
where more extensive surgical investigation is inad- 
visable. In trained hands it is safe and the findings 
are trustworthy. 

Yater and Otell® described the technique of 
roentgen ray visualization of the reticulo-endothelial 
system after the intravenous injection of thorium 
dioxide solution, and other investigators have re- 
ported on its use.°* This clearly defines the structure 
of the liver and may throw much light on the nature 
of the hepatic disease, but should be reserved for the 
unusual case, because of the supposed potential 
toxicity of the drug, due to its radio-active principle. 

When all these measures do not clarify the picture, 
exploratory laparotomy may be resorted to. 

An effort has been made to classify hepatic en- 
largement according to its contour or gross anatomic 
structure, and a discussion of the possible pathology, 
etiology, diagnosis, clinical course and therapeutic 
management of the more common entities has been 
briefly sketched. 
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DIsCUSSION 


Dr. WALTER B. Martin, Norfolk: Dr. Caravati has 
asked me to make some comment on the subject that 
he has discussed. 

I think a review of this kind serves a very definite 
purpose in bringing to our minds in an orderly fashion 
the various types of diseases in which enlargement of 


the liver occurs. The subject is too wide for any general 
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discussion of all phases of it, but there are one or two 
observations which I think might be worth while. Dr. 
Caravati has pointed out that the most common cause 
of hepatic enlargement is congestive failure due to some 
impairment of cardiac function. Since permanent dam- 
age takes place if this congestion long continues, it is 
obviously important to prevent continued and long-stand- 
ing congestion of the liver by early recognition and treat- 
ment of cardiac failure. 

In certain cases of pericarditis associated with ad- 
hesions to the left diaphragm, with marked liver en- 
largement, much improvement has followed section of 
the left phrenic nerve. 

Alcoholic cirrhosis is worthy of consideration. Dr. 
Caravati emphasized not only the element of alcohol 
but also of nutrition in the production of cirrhosis. I 
think there is little question that the nutritional element 
is by far the most important factor. In other words, I 
doubt if alcohol acts as a tissue poison in these cases. 
Often we find these people on an inadequate diet. The 
damage to the liver is not the effect of the alcohol itself 
but is due to the dietary deficiency. 

With injury to the liver a number of secondary fac- 
tors enter into the picture. Dr. Caravati spoke of the 
advantages of a high-protein diet and a high-carbohy- 
drate diet. As a matter of fact, it has been shown that 
the tendency to accumulate ascitic fluid and to edema in 
these cases is not due so much to mechanical obstruction 
resulting from fibrosis of the liver as it is to interference 
In this 
type of case there is almost always a deficiency of serum 
Whether you can correct this with a high- 
Certainly I have had 
very little success in doing this, and I think the reason 


with the liver’s ability to form certain proteins. 


proteins. 
protein diet is open to question. 


is probably the fact that that particular protein factor 
in the blood is controlled to a certain extent by the liver 
processes and where these processes are seriously dam- 
aged that patient cannot maintain a normal level of 
serum albumin. 

There is one thing I should like to call to your at- 
tention with reference to syphilis of the liver, and that 
is the appearance at times of long-continued fever as- 
sociated with it. The therapeutic problem then arises 
as to the safety of applying antisyphilitic measures in the 
presence of an already damaged liver. The 
potassium iodide is almost a specific therapeutic test. 
Large syphilitic masses often disappear after the use 
of potassium iodide. 

Dr. Caravati pointed out the importance of the use 
of certain of the sulfonamide drugs in large doses in 
infections involving the liver. The problem comes up 
here of the danger of applying a remedy that will itself 
attack the liver in conditions in which the liver is al- 
ready damaged. I would feel that if the diagnosis is 
certain the risk of liver damage is greatly outweighed 
by the risk of the disease. We have had two cases re- 
cently that illustrate this point. 

In the first instance a patient with fulminating hemo- 
lytic streptococcic septicaemia, under treatment with sul- 
fanilamide, became deeply jaundiced. The blood stream 


use of 
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became sterile and in view of the serious jaundice the 
drug was discontinued. The patient died and it was 
found that the jaundice was due to multiple liver ab- 
scesses and not to a toxic effect of the drug. 

In a second case we were able to establish a diagnosis 
of multiple abscesses secondary to portal 
thrombosis. In spite of jaundice and ascites, sulfathia- 
zole was given in large doses over a long period of 
time and the patient recovered. 

I want to thank Dr. Caravati for bringing to us this 
review of a most interesting subject. 

Dr. T. Dewey Davis, Richmond: I haven’t much to 
say on the subject of liver disease in general as Dr. 
Caravati has so beautifully outlined it. I would like, 
however, to say a few words on the question of alcoholic 
cirrhosis. In the past two years a number of relatively 
young individuals have come under my observation; all 


liver vein 


of them have shown markedly enlarged livers and va- 
rious stages of liver failure; all of them had been taking 
excessive amounts of alcohol; they all showed frank or 
latent jaundice, some fever and tendency to leucocytosis; 
a picture which has been described as subacute cirrhosis 
but which might as well be spoken of as an alcoholic 
hepatitis. 

It is common knowledge that these people have some 
mental disturbance which leads them to use alcohol 
excessively; they commonly do not eat sufficiently while 
taking alcohol, and the cause of the condition is a 
combination of both of these factors and perhaps, in 
addition, an individual hepatic sensitization to alcohol. 

One of my patients insisted on some substitute for al- 
cohol and during the past year he has taken considerable 
amount of barbiturate without doing him any harm and 
I believe it has kept him from returning to whiskey. This 
naturally is not a good practice but might be considered 
with certain individuals. 

In conclusion, I would like to congratulate Dr. Caravati 
on his excellent presentation. 

Dr. JAMeEs E, Pautiin, Atlanta, Ga.: Dr. Caravati’s 
paper has covered the differential diagnostic problems 
presented in separating the various types and causes of 
enlargement of the liver. 
easy one and frequently requires considerable time, ob- 
servation and study. To one cause of hepatomegaly I 
would like again to emphasize the clinical signs and 
symptoms. The recognition of hepatic syphilis is fre- 
quently missed because it is not looked for; on the 
other hand, it is well known that considerable damage 
may occur to the liver before there are any symptoms 
suggestive of this disease. It is my belief that consid- 
erable unrecognized damage occurs to the liver in pa- 
tients with latent syphilis, and it is entirely possible in 
many patients who have jaundice following the ad- 


The problem is not always an 


ministration of the arsphenamines that the jaundice may 
be due to syphilis of the liver rather than to the toxic 
effect of the arsenical. 

In syphilis of the liver there are two types of patho- 
logical changes; in one there is either a single or several 
smaller gummata with very little evidence of further 
interstitial change. When healing takes place in this 
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type of lesion it is usually accompanied by some enlarge- 
ment of the liver and a rather marked gross irregularity 
due to the formation of large bands of connective tissue 
in the organ. The other type of lesion is a diffuse in- 
filtration of the liver with lymphocytes, plasma cells and 
the formation of connective tissue, leading to a diffuse 
cirrhosis and hepatomegaly. 
studied a large series of patients with syphilis of the 
liver, stressed the importance of the following physical 
findings as necessary in making the diagnosis: (a) hepatic 
enlargement, (b) tenderness on palpation over the liver, 
(c) low grade continuous fever, (d) jaundice, (e) mild 
degree of ascites. In any patient with these findings or 
with three of the five findings being present one is justi- 
fied in suspecting syphilis, even with negative blood tests. 

In conclusion, may I take this opportunity of emphasiz- 


McCrae, who years ago 


ing the importance of treating patients with syphilis of 
the liver, or, as a matter of fact, any patient who has 
latent syphilis, for at least three months with potassium 
iodide and bismuth. At the end of this period one may 
then begin the intravenous use of the arsenicals, starting 
with a small dose, 0.1 gram, and gradually increasing 
to 0.3 gram for five or six doses and then returning to 
bismuth for ten doses. After this the dose of the arsenical 
may be increased to 0.6 gram. By following such a 
procedure lives will be saved and complications follow- 
ing treatment reduced to a minimum. 

Dr. STaice D. BLackrorD, University: I should like 
to congratulate Dr. Caravati upon his very lucid ex- 
position of a very difficult matter. I think we 
call attention to the fact that the treatment of 
disease is not regarded half as pessimistically as it used 
to be. I should like to emphasize what Dr. Paullin 
mentioned. We know that some experimental animals 
can get along without nineteen-twentieths of the liver. 
A human being can certainly get along on twenty per 
Another point; it is the hardest organ in the 
So I think we have a 


should 
liver 


cent of it. 
body to keep from regenerating. 
far brighter outlook than in the past. 

I should like to ask Dr. Caravati what his experience 
has been with peritoneoscopy. We have had a peritoneo- 
scope at the University of Virginia Hospital for several 
years. It has been hard to get the surgeons to use it, 
because they seem to think they do not get much out of 
its use. I should like to ask Dr. Caravati to tell us 
what his experience has been. 

Dr. CARAVATI, closing the 


discussion: In regard to 
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Dr. Davis’ reference to acute alcoholic hepatitis syndrome, 
I agree that after acute bouts of alcoholism (that is, the 
taking of large quantities of alcohol in a comparatively 
short length of time), that hepatic dysfunction does oc- 
cur, due probably to acute edema, or more likely to an 
exaggeration of the liver pathology which was present 
a known fact that in people with 
liver disease, their alcoholic tolerance is limited and it 
has been recently pointed out that neo-arsphenamine ad- 
ministered to a chronic alcoholic, with pre-existing liver 
disease, may produce acute hepatitis, with jaundice, etc. 


previously. It is 


In regard to the reference to syphilis of the liver as 
discussed by Drs. Martin and Paullin, I would like to 
emphasize that the criteria for the diagnosis of luetic 
hepatitis as stressed by Dr. Paullin, namely, mild but 
rather constant fever, jaundice, hepatomegaly, ascites and 
positive serology are quite definite evidences that syphilis 
is the cause of the liver enlargement, and as emphasized 
by Dr. Martin large doses of iodides may be particularly 
beneficial in these cases. 


In answer to the doctor’s question in regards to the 
probable prognosis of cirrhosis of the liver, I would like 
to emphasize the opinion, as recently published by Dr. 
Patek, of New York, of his clinical experience in which 
the records demonstrate that the prolongation of life, 
after the occurrence of ascites and other evidences of 
advanced liver disease, is quite noteworthy and that some 
patients, with moderate or advanced cirrhosis, can be 
expected to live longer than we had hoped for formerly, 
if treatment as described above is given. 


In answer to Dr. Staige Blackford’s question in regards 
It has given us another method of 
With the 
proper use of the peritoneoscope clear vision of an en- 
larged liver can usually be had and if necessary a biopsy 
may be taken with the instrument. With electrocoagula- 
tion, hemorrhage may be prevented, which we formerly 
It should be considered a surgical procedure. 


to peritoneoscopy. 
diagnosis which we did not previously have. 


feared. 
A small stab wound is made in the abdomen and the peri- 
toneoscope is introduced into the peritoneal cavity which 
is dilated with air so that pneumoperitoneum is produced. 
In very old people, in whom the cause of upper abdominal 
masses cannot be ascertained and a laparotomy is probably 
contra-indicated, peritoneoscopic examination is a valuable 
aid. It has been used extensively in Germany and more 
frequently in this country recently. 





LESSON LEARNED FROM NATURE 
IN THE CONTROL AND ARREST OF PULMONARY TUBERCULOSIS* 


S. E. Hucues, M.D., 


Danville, Virginia. 


Tuberculosis is perhaps the oldest disease of which 
we have any knowledge. It probably dates back be- 
fore the dawn of history. When we consider the 





*Read before the South Piedmont Medical Society at 
South Boston, Va., November 19, 1941. 


lapse of time between the Stone Age and the 20th 
Century our achievements in the control and arrest 
of tuberculosis have not been phenomenal. After 
all these centuries tuberculosis is today the greatest 
economic health problem confronting the Public 
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Health authorities and medical profession of the 
state and nation. Time and Nature have been very 
kind and generous in supplementing our efforts 
and we owe to Nature a good deal of the credit 
for. the progress we have made. After twenty-five 
years of study and observation I am a bit querulous 
about the attitude of some authorities today. They 
tell us that primary infection assures to the infected 
subject a degree of relative immunity, or an in- 
creased resistance to reinfection by the tubercle 
bacilli and immediately contradict that statement 
by saying infection by the tubercle bacilli renders 
the person allergic or more susceptible to reinfec- 
tion. Some authorities decline to recognize the 
primary or childhood type of the disease, notwith- 
standing it has been demonstrated beyond question 
that childhood tuberculosis is predominantly a di- 
sease of the mediastinal and tracheo bronchial 
glands from which the great majority of children 
recover without symptoms or treatment. I believe 
we have two distinctive types of the disease. I 
further believe that Nature has an objective in the 
two types and I do not believe it to be Nature’s pur- 
pose to use the children of our country as a seeding 
ground for their future destruction. Let us con- 
sider one or two reports bearing on the subject. 
Fellows, in 1940, reported on three thousand one 
hundred and seventy-nine office employees who were 
examined for pulmonary tuberculosis in 1926; the 
examination included chest films in all cases. Two 
thousand five hundred and thirty-six showed normal 
healthy chests and four hundred and forty-nine 
showed healed primary tuberculosis. Between 1926 
and 1938, when the observation was concluded, fifty 
of the healthy group and seven of the healed pri- 
mary complex group had developed clinical tuber- 
culosis. This shows, I think, if nothing more, a lack 
of exaggerated susceptibility to reinfection in the 
primary infected group. In a more recent report 
from a Philadelphia General Hospital, from Sep- 
tember 1935 to September 1939, six hundred and 
forty-three white females entered the training school 
for nurses at the average age of 19.8 years. They 
were all given the tuberculin test on admission, and 
one hundred and eighty-three, or 28.5, gave a posi- 
tive reaction to the primary test on admission. 
These students were kept under observation for 
several years. The annual attack rate of students 
developing clinical tuberculosis was 5.43 in the 
negative reactors to the iuberculin test, whereas 
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there were only 2.7 per cent in the positive reactors. 
With 100 per cent positive by the time of completing 
their training there have been no deaths and none 
were seriously ill. 

Prior to writing my paper I had reviewed two 
books on childhood and adult tuberculosis by two 
well and favorably known American authors. Both 
of these gentlemen have had long experience in the 
study and treatment of pulmonary tuberculosis sup- 
ported by years of research work, without denying 
the existence of exogenous reinfection, and subscribe 
to the theory that all clinical or reinfection types of 
pulmonary tuberculosis are later manifestations of 
the childhood or the primary infection by the tu- 
bercle bacilli. This, in my opinion, is contrary 
to a mass of evidence against this theory, and not 
in keeping with the many simple lessons Nature 
has endeavored to teach us. If infection by the 
tubercle bacillus rendered the subject allergic, or 
more sensitive to reinfection, how are we to ex- 
plain the recognized fact that perhaps 90 per cent 
of us harbor tubercle bacilli 
bodies by the time we reach early middle life, while, 
relatively speaking, so few of us are sick. It is 
an uncontrovertible fact that all clinical tubercu- 
losis is due to infection by the tubercle bacilli at 
some period of life. Does it necessarily follow that 
infection in the average American white child 
means clinical tuberculosis at some subsequent period 
of life? On the other hand, have we any ground 
for the belief that primary infection in children or 
adults gives to them a degree of relative immunity? 
or an increased resistance to the reinfection type 
of the disease? Is primary infection a health haz- 
ard or an asset? I believe the primary infection in 
the normal healthy American white child an asset. 

In taking this position I fully appreciate the 
fact that I have very little company and that I 
am an isolationist on this phase of the tuberculosis 
question. We are told on good authority that the 
childhood type is a benign disease recovering without 
treatment of any kind. There may be a few isolated 
exceptions to the rule, but the exceptions do not de- 
velop the disease in the reinfection form of adult 
pulmonary tuberculosis, which is progressive, ne- 
crotic and destructive. We are also told the two 
diseases produced by the tubercle bacilli in the 
child and the adult types differ as much in symp- 
tomatology, pathology and course as if they had 
been produced by an entirely different organism. 


somewhere in our 
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Why the difference in behavior in childhood and 
adult periods of life unless Nature has some ob- 
jective in view? We are told that Nature’s defense 
forces go into action almost immediately after 
the tubercle bacilli enter the human body through 
the action of the leucocytes of the blood stream 
and and that the 
majority of the invading organisms are destroyed. 


connective tissue cells, great 
Those escaping destruction are imprisoned, some 
dying in prison, while an indefinite number re- 
tain their virility for the life of the host. Remem- 
bering there is no control over the number of bacil- 
li producing the primary infection, that in some 
cases the dose may be small, in others massive, is 
it too much to assume that Nature imposes her au- 
thority to reduce the number of organisms to a 
point of protection rather than destruction. Who 
among us doubts the ability of Nature’s defense 
mechanism to destroy all the disease and death 
producing germs? Granting this to be true, are 
we prepared to accept the theory that Nature’s ob- 
jective was a plan for the future destruction of 
many of the victims of primary infection? If so, 
why did Nature interfere at all? Why did not 
the law of Nature—the survival of the fittest— pre- 
vail, and end the matter instead of deferring it un- 
til some future day? 
cal conclusions drawn from the story of Nature’s 
interference in the primary infection of childhood 
by the tubercle bacilli. One is protection, to which 
I subscribe; the other potential destruction. 


There can be but two logi- 


Is it a just accusation to say that Nature plants 
the seed of sickness and death in the bodies of our 
children to lay dormant during childhood and ado- 
lescence until the dawn of young manhood and 
womanhood when the whole panorama of life be- 
gins to unfold with its hopes and aspirations and 
then strike them down with a deadly form of the 
disease that has remained quiet for years? I cannot 
bring myself to the point of believing Nature does 
her work in such way. On the contrary, I believe 
that in all her efforts to save life in some instances, 
and to prolong it in others, Nature has a definite 
objective back of her efforts. Was it an 
less gesture on the part of Nature when the ele- 
ments of coagulation were added to the composi- 
tion of blood to control hemorrhage Has Nature no 
objective in view building an impervious wall around 
the carbuncle on the back of the neck, or the append- 
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iceal abscess, or transplanting a portion of omentum 
to close an opening in a ruptured gastric or duodenal 
ulcer? Surely there must be some purpose in these 
wonderful works of Nature and I cannot think 
Nature makes an exception of tuberculosis. We are 
told on eminent authority that only 1 to 10 per cent 
of children with the childhood type of tubercu- 
losis develops the disease in clinical form before 
small 
per cent of infected people develop clinical tuber- 
culosis during normal life. 


reaching their majority, and that only a 


Since it is a matter 
of resistance, is it not reasonable to conclude that 
the small per cent of infected children developing 
the disease by the time they are grown are sub- 
standard children, children upon whom the sins 
of the fathers or grandfathers have been a deter- 
mining factor in reducing their resistance to the 
disease? Then, too, it is during the transitional 
period of life that young folks, many of them cer- 
tainly, disregard the laws of health and right liv- 
ing. 

Quoting Dr. Myers, of the Lymanhurst Health 
Center and Sanatorium, Minnesota, Dr. Myers says: 
“In the early days of Lymanhurst they maintained 
an open air school and wards for the hospitaliza- 
tion of infected children. They report a group of 155 
children with the childhood type of pulmonary tuber- 
culosis, 19 of whom were treated in the special 
wards for children, 50 in the open air school, and 
86, due to parental objection to the treatment, 
remained at home living the lives of normal chil- 
After 14 years they were able to trace 136 
of the 155 children and they were unable to observe 
any difference in the course of the disease in the 
treated and the untreated. After the observation of 


dren. 


136 children, they had under observation a larger 
group of children who had the primary type of 
pulmonary tuberculosis. In this larger group they 
were unable to see any difference in the treated 
and untreated.” I want you to note who it was 
that gave us this great lesson in the handling of 
the childhood type of tuberculosis. 
serve that it was not the public health authorities 
or medical profession but the parents of the chil- 
dren who proved the fallacy of the theory of the 
advocates of hospitalization and treatment of child- 
hood tuberculosis. Dr. Chadwick, Health Com- 
missioner of the State of Massachusetts, after his 
observation of a number of children with the 
childhood form of the disease, comes to the same 
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The celebrated Laennec, who gave to 
us the universally used and valued stethoscope, 
introduced percussion auscultation to the medi- 
cal profession and emphasized the value of cough in 
bringing out and intensifying rales of the lungs, 
in the early days of the 19th century, found on 
autopsy that scarcely any subject died of the first 
attacks of tuberculous disease. We have the state- 
ment on good authority that bodies going to au- 
opsy around the middle period of life, dying from 
causes in no way related to tuberculosis, show un- 
mistakable evidence of healed tuberculosis, as 
high as 40 per cent, according to some authorities. 
Here, again, you will note that Nature gives us, 
without the complement of modern day methods of 
treatment, a valuable lesson in the role Nature plays 
in the control and arrest of pulmonary tuberculosis. 

The late Dr. Allen Krause, of Johns Hopkins 
and Tucson, Ariz., who spent the greater part of 
his life in research work in tuberculosis, asked why 
concern ourselves about infection when so many of 
us are infected and so few of us sick, and added 
that, with new methods of diagnosis, he found that 
children under one year of age take care of the 
first infection by the tubercle bacilli with very little 
inconvenience, showing, I believe, that Nature takes 
care of nursing babies as well as the older children. 
He further stated that the child will take care of 
reinfection by the tubercle bacilli without harm pro- 
vided Nature’s defense mechanism is given time to 


conclusion. 


prepare the host for subsequent reinfections. 

Dr. Pottenger, of California, says the fortunate 
fact is that the primary infection usually raises the 
specific resistance to such a state of efficiency that 
larger numbers of tubercle bacilli are required to 
produce reinfection. He further states that it has 
been proven experimentally and observed clinically 
that each infection overcome gives increased protec- 
tion. 

We have been slow in following Nature’s lead 
in handling tuberculosis. However tardy we may 
have been, men who have devoted their lives and 
talents to the study of tuberculosis in its various 
manifestations are coming to the conclusion that 
tuberculosis is not a childhood problem, but, on the 
contrary, essentially a disease of adult life, and some 
of them are beginning to ask the question whether 
it is not safer to assume the repsonsibilities of life 
as a positive rather than a negative reactor to the 
tuberculin test. It is said on authority that to find 
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one child with the adult type of clinical tubercu- 
losis would require the examination of approxi- 
mately one thousand children under 12 years of age 
and that the time and money spent in taking x-ray 
plates of the lungs of children under 12 years of age 
is time and money almost totally wasted. In a 
recent report by the health commissioner in charge of 
tuberculosis in New York State, where there is a 
set-up in case finding similar to that employed in 
Virginia, he gives the actual cost to the state in find- 
ing clinical cases of tuberculosis in the different 
age brackets and makes the statement that it cost 
the state of New York a little more than seventeen 
hundred dollars to find a case of the adult form 
of pulmonary tuberculosis in a child under 15 years 
of age. A good many states and local health organi- 
zations are still chasing the children in their efforts 
to prevent childhood infection. Without any statis- 
tics as a basis for my conviction, I suspect if the 
figures on the cost of the continuous campaigns to 
find tuberculosis in children in Virginia for the past 
10 or 15 years were available, the money spent 
would be adequate to erect and equip a sizeable 
building in the state for the segregation and treat- 
ment of many of the open cases of pulmonary tuber- 
culosis now at large, and by this means break up 
many contacts in the homes. If we are going to 
pursue the course of attempting to prevent childhood 
infection we should direct our campaign to the 
end of finding the open cases of tuberculosis and 
look for early cases of clinical type of the disease 
in the late teen age and not in the childhood. 

I have often wondered how and why the guinea 
pig became involved in the tuberculosis problem. 
I am still wondering why men like Koch, Trudeau, 
Petroff, Krause, Hamburger, Rank, Baldwin, Gard- 
ner, Webb and others spent years experimenting 
with the tubercle bacillus and the guinea pig to 
prove or disprove a theory if no practical applica- 
tion was to be made of the knowledge gained by 
their labors. They definitely established the fact 
that resistance to infection and reinfection in the 
guinea pig by the tubercle bacilli could be increased 
by the injection of controlled doses of the organism. 
Dr. Petroff, of Saranac, New York, says the only 
immunity we can justly regard is due to the pres- 
ence of the tubercle bacilli in the body and it may 
be produced by natural or artificial infection. He 
also refers to the relative immunity in the Jewish 
race are most suggestive. Dr. Webb, of Colorado 


1942] 


Springs, raised the resistance in a guinea pig start- 
ing with a single tubercle bacillus, increasing the 
number at each subsequent injection until the pig 
was able to withstand the injection of 150,000 or- 
ganisms. The injection of the guinea pig into the 
picture may have no significance in the minds of 
but I 
revolutionary import from these experiments and 


some, believe the future holds a lesson of 


observations. We are slow to learn, but some day 
when the mists of our pre-conceived ideas which 
obstruct our vision today have scattered, we will 
see and appreciate the value of these experiments. 
Koch gave us a lesson of more than passing sig- 
nificance on inheritance, in my opinion, when he 
demonstrated that guinea pigs born to the previously 
inoculated mothers showed greater degree of re- 
sistance to reinfection than pigs born to the healthy 
mother. 

There has been a gratifying reduction in the 
mortality from tuberculosis during the past twenty 
or twenty-five years due to a good many factors, 
namely, improved social and economic conditions, 
education of the public, isolation, improved diag- 
nostic technique and ‘chest surgery. However, his- 
tory records a gradual reduction in mortality for 
the past one hundred years. But, notwithstanding 
the apparent success made, it is my opinion that 
we will never reach our goal by the prevention of 
infection. Suppose we could, by the waving of 
some magic wand, destroy the tubercle bacillus? 
What would be accomplished? We would, after 
a few generations, dissipate the immunity and re- 
sistance acquired by our long association with the 
disease, former infections, and inheritance and re- 
vert to a nation of primitive peoples or virgin soil 
History records the disastrous results of the in- 
troduction of the tubercle bacillus to people where 
tuberculosis was unknown. We have a graphic 
demonstration of this in our colored race. The per- 
centage of morbidity in the colored race is less 
than in the white, yet the percentage of mortality in 
the colored race is twice the mortality of the white 
race. The disease runs a more progressive and fatal 
course in the negro race and it is said they do not 
enjoy the same degree of relative immunity from 
primary infection as the white race. They lack the 
back log of long association and inheritance in their 
fight with the great enemy of the human family. 
The late Dr. Fishberg, one of the recognized au- 


thorities on tuberculosis, said: “Bearing in mind 
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the facts * * * it appears that tuberculosis is 
inherently not a racial problem; there are no 
races which are more vulnerable to the disease 
because of phylogenetic pecularities * * * which 
distinguish one race from another. One human 


race or group, when first encountering the tubercle 
bacillus, is as vulnerable as another. It is only 
after they have been exposed to infection for many 
generations that they acquire a certain degree of 
resistance which, when it does occur, is liable to 
cause milder clinical forms of the disease than when 
occurring in races that are virgin soil to the bacilli.” 
In support of this opinion, Bogen, in the follow-up 
of patients treated at Los Angeles County Tuber- 
culosis Sanatorium, found that 58 per cent of the 
negro cases die, 49 per cent of those of “Norse” 
origin, 40 per cent of the Irish, 34 per cent of 
the American and 26 per cent of the Jewish. 
Collapse therapy of the lungs for any diseased 
condition depends entirely upon the reserve capacity 
of the respiratory system. Collapse therapy in the 
treatment of pulmonary tuberculosis was suggested 
by Nature some hundred years ago. In fact, it was 
theoretically discussed more than a hundred years 
ago, however, only coming into practical use about 
thirty years ago, in this country. Potain, Forlanini, 
and the great Chicago surgeon, John B. Murphy, re- 
ceived their inspiration and visions of the value 
of collapse therapy in pulmonary tuberculosis from 
their observations of the beneficial effects of pleural 
effusion and spontaneous pneumothorax. Pleural ef- 
fusion was spoken of by some observers as provi- 
dential, by others as life saving. Fifty years ago 
the improvement in pregnant women with pulmonary 
this 
pneumoperitoneum came into use, in a limited way, 


tuberculosis was noted. From observation 
to keep up the limited action of the lungs after the 
termination of the pregnancy. It has been observed 
by physicians doing chest work that the hemi- 
diaphragm on the affected side frequently rises and 
becomes fixed in position. This not only reduces 
the volume of the diseased lung by some 200 to 400 
cubic centimeters but it also aids in putting the 
lung at rest by eliminating the up and down piston- 
like motion of the diaphragm with each respiratory 
movement. The practical application of this prin- 
ciple to the therapeutic treatment of pulmonary 
tuberculosis was discovered by a great surgeon cut- 
ting the phrenic nerve accidently. Who can say, 
keeping the many achievements of Nature in mind, 
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that the scalpel in the hand of the surgeon was not 
guided by the hand of Nature, with an objective 
in view. Following Nature’s lead, 40 per cent of 
patients admitted with pulmonary tuberculosis to 
the sanatoria of America are receiving some form 
of collapse therapy today; and I think the results 
following Nature’s lead in the treatment of pul- 
monary tuberculosis are being demonstrated daily 
by the modern surgical methods of treatment. We 
inoculate children and adults today to increase 
their resistance to other disease producing organisms, 
and unless we believe Nature has unconditionally 
surrendered to the tubercle bacillus, and we refus2 
to follow Nature’s lead in the prevention of the 
destructive form of tuberculosis, I believe the day 
will come when our children will be inoculated with 
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some modified form or product of the tubercle bacilli 
under controlled and regulated doses to increase 
their resistance against future clinical or the re- 
infection type of the disease. The great question 
involved for future determination is whether or not 
Nature and Nature’s God makes an exception of 
tuberculosis, or is more concerned for the lower 
animals of her creation than for Man and the Chil- 
dren of Men. 


I am living in the zone of life when the evening 
shadows are lengthening and cannot hope to see 
the advent of this revolutionary innovation in our 
control of tuberculosis, but from Nature’s lead and 
personal observation for many years, I confidently 


believe it to be on the way. 





CARCINOMA OF THE CERVIX: TIME LOST BEFORE TREATMENT* 


RANDOLPH H. Hoce, M.D., 


Richmond, Virginia. 


This paper is written with the desire to decrease 
the time lost before treatment in cases of carcinoma 
of the cervix and thus improve the results of treat- 
ment in this disease. The time elapsing before 
treatment is analyzed and suggestions to diminish 
the delay are made. 

The stage of the disease at the time of treatment 
is perhaps the most important single factor of prog- 
nostic importance in carcinoma of the cervix. 

In a series of 220 cases at the Medical College 
of Virginia, following the League of Nations’ defi- 
nition of 1929, the distribution of cases by stages 
was as follows: 


TABLE I 
Stage of Disease at the Medical College of Virginia 
(League of Nations’ Classification, 1929) 


Stage I II III IV Total 
Number ____-_ 13 55 93 59 220 
Per cent -..... 6% 25% 42% 27% 100% 


It is seen that only 6 per cent were in the most 
favorable or so-called operable group. Twenty-five 
per cent were in the group of so-called border-line 
operability. Sixty-nine per cent, or two-thirds of 
the cases, were in the advanced stages, represented 
by III and IV, the frankly inoperable group. This 





*From the Department of Gynecology, Medical College 
of Virginia. 

Read before the annual meeting of the Medical Society 
of Virginia, at Virginia Beach, October 6-8, 1941. 


distribution of cases is similar to that reported by 
the League of Nations Health Organization. In 
1939 it reported a collected series of approximately 
8,000 cases, quoted in the following table: 


TABLE II 
Stage of Disease: Percentage Distribution 
Stage I II III IV _ Total 
Medical College of Virginia 6 25 42 27 ~=100 
League of Nations________ 11 29 43 17 100 


The unhappiness of such a distribution of cases 
is apparent from a consideration of the stage factor 
in prognosis. For example, the following table 
shows the results of treatment calculated for each 
of the four stages in the same League of Nations’ 
series of collected cases: 


Taste III. 


Five-year Cure-rate by Stages 
League of Nations Report 


Per cent 
NN: ee Ae Te 57.2 
TN EEE 
NE i tices 22.0 
NN acces al hs ee sh apenas 5.5 
Wn ID 3 oi enna 27.6 


The stage of the disease is the product of the rate 
of growth times the duration of the disease. 


[ April, 


1< 


-~- 71m Am.te @& fF OD 


~ -« 5 


Vs 


~ 


1942] 


RATE OF GRowTH X DuRATION OF DISEASE 
== Stace oF DISEASE 
It is with the factor, duration of the disease, that 
this paper is concerned. It deals with that period 
of time, mostly wasted time, which precedes treat- 
ment. Ninety-one unselected cases were studied in 
an effort to analyze that period; each patient being 
asked specific questions as follows: 
1. When did symptoms of present illness begin? 
2. When did you make first visit to doctor for these 
symptoms ? 
Did he do a pelvic examination ? 
What advice did the doctor give you? 
When were you advised to come to the hos- 


Ww 


wm 


pital ? 

For the duration of the disease the time elapsed 
from the date of onset of symptoms to the date of 
hospitalization of the commencement of treatment 
was taken as the nearest approach to the accurate 
figure. It was, of course, realized that the onset of 
the disease always antedated the onset of symptoms 
by an undeterminable interval in each case. The 
period from the time of onset of symptoms to the 
time of treatment averaged eight months (235 days). 
This was termed the total period of delay. 

This total period of delay was subdivided into 
three periods. Period I was the time which elapsed 
from the onset of symptoms to the first visit to or 
by the doctor. This was the period of the patient’s 
delay. The average length of this period was four 
months (120 days). 

Period II was the time which elapsed from the 
first visit to or by the doctor to the date of proper 
advice to be defined later. This was the period of 
the doctor’s delay. Most of the doctors gave proper 
advice at the time of first visit or within a few days 
thereafter; many did not. In a few cases the first 
doctor seen never gave the proper advice, this being 
given by a subsequent doctor. Period II averaged 
three months (90 days). 


The answer to the question, “did the doctor do 


‘a pelvic examination?”, gives some explanation of 


the length of Period II. 
cases the doctor did not do a pelvic examination on 
or within a few days of the first visit. Thus this 
primarily important step was omitted or consider- 
ably delayed in approximately one-third of the cases. 

However, in 11 of the 27 cases in which pelvic 
examination was not done proper advice was given 
in that the patients were all immediately referred 


In twenty-seven of the 
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to the hospital, 10 on the day of the first visit, and 
one after five days. 


TABLE IV 
Pelvic Examination 
Yes No NoRecord Total 
ee 61 27* 3 91 
NE Ea ccicicekasacnces 67 30 3 100% 


The answers to question 4 relating to the ad- 
vice given showed that 60 were given proper advice. 
Proper advice as referred to in this paper means 
that the patient was referred within a reasonable 
length of time to a hospital, special clinic, or con- 
sultant for diagnosis and/or for treatment. Thirty- 
one, or one-third, did not receive proper advice. 
Twenty-two of these cases received medical treatment 
of various kinds. Such treatment included antiluetic 
therapy, unspecified injections, bed rest, pills and 


douches. 

TABLE V 

Advice 

Proper Improper Total 
Number : : 60 31 91 
Per cent ai 66 34 100 


Period III was the time elapsing from the date 
of proper advice (given at sometime in every case) 
to the date of admission to the hospital or of com- 
mencement of treatment. This may be called the 
period of miscellaneous delay. The average length 
of this period was one month (27 days). 

A summary of the analysis of the questionnaire 
is as follows: 


TABLE VI 
Period I (Patient’s delay) 4 months 
Period II (Doctor’s delay) =— 3 months 
Period III (Miscellaneous delay) 1 month 
Period IV (Total delay) 8 months 


This 8 months’ time loss from the onset of symp- 
toms to the institution of treatment compares closely 
with the 7.5 months’ period found by Todd in a 
similar study at the University of Michigan. 

Manifestly eight months is too long a time to in- 
tervene from the time when the disease is easily 
diagnosed to -the institution of therapy. It is well 
to consider how this delay might be decreased, how 
each of the periods noted above might be decreased. 

Shortening of Period I must be brought about by 
education of the public. The public must be taught 
that early cancer is curable. Women must be taught 











*Eleven of the unexamined cases were, however, 
immediately referred to the hospital, thus receiving proper 
advice. 








202 


not only to be examined when symptoms occur, but 
should be made to realize the importance of periodic 
(twice yearly) examinations during the so-called 
cancer age, even though no symptoms are present, 
for the disease is often advanced before symptoms 
begin. Such education is being carried out by the 
American Society for the Control of Cancer. If 
completely successful, Period I would approach zero. 

It is believed that the figure for Period II is 
greater than that which exists in the country at 
large. But there are reports from elsewhere indi- 
cating similar neglect. This period should be re- 
duced to a few days. It should not exceed the time 
necessary to examine the patient plus the time neces- 
sary for taking and examining tissue for diagnosis. 

Biopsy finally establishes the diagnosis of carci- 
noma and this procedure should be applied to all 
questionable areas on the cervix. The tissue obtained 
should be examined by a qualified pathologist. 

A careful, prompt and conscientious examination 
by the doctor will do much to reduce Period II to a 
minimum. 

Period III, the shortest in this series, represents 
the delay in accepting the proper advice. The patient 
may be solely to blame for this period in many cases, 
but in others this delay is due to the necessity and 
difficulty of making financial arrangements for treat- 
ment. This delay in the cases of indigent patients 
can be decreased by better public support of such 
agencies as the Virginia Cancer Foundation which 
raises funds for the treatment of such cases, and by 
better understanding between hospitals and _ local 
agencies. 


SUMMARY 
The stage of the disease is 
factor of prognostic importance. The cure rate drops 
rapidly as the stage advances. Put differently, the 
longer the disease has been in progress before the 
institution of treatment, the graver is the prognosis. 
Unfortunately, most of the cases of carcinoma of 
the cervix are first treated in an advanced stage. 
The greatest hope for increasing the cure rate lies 
in reducing the time which elapses from the onset 
of the disease to the institution of treatment. With 
this in mind ninety-one patients were questioned on 
admission in an effort to analyze the period of delay 
before treatment. It was found that on the average, 
patients delayed four months before going to the 
doctor after the onset of symptoms, that the doctor 
delayed three months before giving proper advice, 


the most important 
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and that there was another month of delay before 
treatment was begun. 

In one-third of the cases the doctor did not do a 
pelvic examination, and in an equal number of cases 
improper advice was given. 

To improve this condition the public must be edu- 
cated to seek medical advice earlier, medical advice 
must be improved, and the availability of treatment 
must be facilitated. 

In carcinoma lost time is irretrievable. 
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DIscussION 
Dr. WricGHT CLARKSON, Petersburg: 
whether we fully realize the importance of this paper. 
I can add nothing to it, but i would like to emphasize 
some of the things that Dr. Hoge has told you, because 
I am afraid that you may have missed some of them. 


I do not know 


It is too important a paper for you to miss even minor 
parts of it. 

There are many adjectives that could be applied to 
such a paper. You might say that it is bold. It is. It 
takes nerve to get up and tell our friends of such terrible 
We have 
been talking for many years about educating the laity 
and lamenting the fact that the patient’s delay is many 
months. Here you find that it is, on an average, four 
months. That is bad, is it not? But did you catch the 
point that the doctor’s delay is, on an average, three 


mistakes as are clearly pictured in this paper. 


months, and then a little miscellaneous delay of another 
month? So if you take all the time that proper treatment 
is delayed while the patient is under the doctor’s care, you 
find that we, as a profession, delay proper treatment 
just as long, on an average, as the laity. This is a sad 
commentary on our profession. 

A short time a go, I published a paper in Southern 
Medicine and Surgery. 1 believe the title was “Unneces- 
sary Dissemination of Cancer’. In that I tried to call 
attention to some totally unnecessary deaths from delay 
in cancer, and I ended with a case which I think clearly 
illustrates this situation. We know that it is not in- 
tentional; all of us are trying to do the’best we can, 
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and sometimes when I think how we rush around from 
day to day and how many long hours we put into our 
work I often wonder that we do not make more mis- 
takes. It is not with the idea of criticising anyone that 
I say this, but here is about the average type of patient 
that we see day in and day out. 

The patient I have in mind came into the office of a 
fine young physician in June of last year. This doctor 
did not make a vaginal examination on the patient. 
He took a very brief history and did not record that, 
and then he ordered some genantrin, which you know 
is a growth-stimulating hormone and certainly could not 
improve cancer. He treated her over a period of about 
four months and, finally, when the hemorrhage did not 


cease, sent her to a surgeon. The surgeon took her to 
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a standardized hospital (or a hospital supposed to be 
standardized) and here he cauterized the cervix. He 
did not do a biopsy. The patient went home and con- 
tinued to flow. He took her back to the same hospital 
and then finally did a biopsy and found cancer. Alto- 
gether, the physicians took six months to diagnose this 
cancer. 


Gentlemen, that is happening daily all over this coun- 
try, and I do hope that this paper may come home to us— 
This is an 


excellent paper, and I certainly do wish to express my 


to all of us, because all of us make mistakes. 


sincere gratitude to Dr. Hoge and his colleagues of the 
Medical College of Virginia for bringing this paper to 


us today. 





THE ROENTGENOLOGICAL DIAGNOSIS OF GASTROINTESTINAL 
HEMORRHAGE* 


ALLEN Barker, M.D., 
Cuas. H. Peterson, M.D., 


and 
Cuas. D. Smitn, M.D., 


Roanoke, Virginia. 


Among the multitude of signs and symptoms of 
disease few have more grave significance than bleed- 
ing from the gastro-intestinal tract and fortunately 
few are viewed with more concern by both patient 
and physician. For this reason the patient consults 
his physician early and in most cases a thorough 
search is begun at once to determine not only the 
site but the type of lesion responsible for the hem- 
orrhage. 

By a painstaking history and a careful examina- 
tion the clinician can in many instances arrive at a 
diagnosis with a remarkable degree of accuracy. 
However, with so many possibilities to consider the 
careful physician will not immediately conclude that 
bleeding is the result of a peptic ulcer but will at once 
ask for a complete roentgenological study. While it 
is well known that peptic ulcer is the most frequent 
cause of hemorrhage from the upper alimentary tract 
and hemorrhoids from the lower, all of us have seen 
embarrassing and even fatal mistakes result from the 
dangerous assumption, based on clinical data only, 
that one particular lesion is responsible for the pa- 
tient’s bleeding. 

We have all seen the patient whose first and only 
sign of disease was bleeding and in whom all avail- 
able clinical data yielded no clue as to its etiology. 





_ *Read before the annual meeting of the Medical So- 
ciety of Virginia, at Virginia Beach, October 6-8, 1941. 


In those cases particularly a presumptive diagnosis 
is dangerous and an opinion should be withheld 
until a careful roentgen examination is completed. 

The radiologist should be acutely conscious of his 
responsibility when these patients are referred to 
him, as his accuracy and judgment largely determine 
the proper therapeutic measures. If after a careful 
examination the cause of the hemorrhage is not dis- 
covered he should either repeat the examination be- 
fore discharging the patient or request the referring 
physician to have the patient return for further study 
at an early date. Repeated examinations are often 
necessary to discover the site and cause of gastro- 
intestinal hemorrhage. 

Almost any lesion of the esophagus, as elsewhere 
in the digestive tract, may bleed, but the ones most 
frequently encountered are carcinoma, peptic ulcer 
and varices. 

Carcinoma may occur at any point and is depicted 
by an irregular filling defect which deforms the 
lumen and in its late stages usually produces marked 
obstruction. Hemorrhage may be sudden, massive, 
and even fatal. 

Esophageal varices are nearly always localized to 
the lower one-third of the esophagus, are usually 
secondary to cirrhosis of the liver and produce 
smooth, tortuous shadows protruding into the lumen. 
Repeated small, or even one massive fatal hemor- 
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rhage, occur not infrequently from these lesions and 
are usually the first indication of their presence. 

Peptic ulcer occurs at the lower end of the eso- 
phagus, and, as elsewhere in the digestive tract, is 
characterized by an ulcer niche which protrudes be- 
yond the wall. Deformity or spasm of the ulcerated 
area is often observed. Peptic ulcers of the eso- 
phagus occur more frequently than ordinarily be- 
lieved and should be searched for in every case of 
bleeding from the upper digestive tract. 

Among the many lesions which develop in the 
stomach and duodenum benign peptic ulcers far out- 
number any other and are the most common cause 
of hemorrhage. This well known fact has been re- 
sponsible for many serious errors as many of us 
often treat bleeding patients on the dangerous as- 
sumption, without roentgenological confirmation, that 
the hemorrhage is the result of an ulcer. 

Duodenal ulcer, which is much more frequent than 
gastric ulcer, is denoted by varying degrees of bulbar 
deformity and in its active phase by irritability of 
the bulb and an ulcer niche. The niche often can- 
not be demonstrated except by manual pressure under 
the fluoroscope or by spot films made during pressure 
over the bulb. 

Benign gastric ulcers vary in size from a minute 
niche barely visible to a crater 2% cm. in diameter, 
are nearly always located on the lesser curvature, 
show convergence of the mucosal folds toward the 
crater and present no evidence of tumefaction about 
their margins. 

Next to benign ulcer, carcinoma, particularly of 
the stomach, is the most frequent cause of bleeding 
from the upper alimentary canal. It usually occurs 
in patients past the fourth decade of life but may 
occur at any age. It produces characteristic deformi- 
ties and is seldom overlooked by one trained in the 
roentgenological diagnosis of gastrointestinal disease. 
The differential diagnosis of benign ulcer from an 
early ulcerating cancer is sometimes difficult but 
usually irregularity of the crater, evidence of tume- 
faction about its margins and lack of spasm are to 
the experienced observer indicative of malignancy. 

In the absence of ulcer and cancer many other 
gastric and duodenal lesions must be considered and 
searched for in any case of hemorrhage. 

Herniation of the stomach through the diaphragm, 
usually found in stout women past forty years of 
age, is often confused clinically with gall-bladder 
disease or peptic ulcer. The herniated portion of 
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the stomach may hemorrhage from strangulation or 
ulceration and unless roentgen examination is per- 
formed in the Trendelenburg position these hernias 
are easily overlooked. 

Benign neoplasms consist of fibromas, myomas 
and adenomas. The latter are often present as mul- 
tiple, smooth tumors protruding into the gastric 
lumen and usually spoken of as polyps. All of these 
growths cause occult rather than massive hemor- 
rhage, are potentially malignant and whenever pos- 
sible should be removed. 

Prolapse of the gastric mucosa through the pylorus 
is almost never mentioned in textbooks and seldom 
in the current literature. While this lesion is not 
seen frequently it is a potentially dangerous bleeder 
and unless one is careful it will escape detection. 
Occult hemorrhage is frequent, and may be its only 
clinical sign. It produces an “umbrella like” de- 
formity in the base of the duodenal bulb caused by 
displacement of barium by gastric mucosa and often 
gastric rugae can be traced through the pyloric canal. 
The rugae throughout the stomach may or may not 
be hypertrophied. 

Aside from duodenal ulcer the incidence of bleed- 
ing lesions of the small intestine is comparatively 
low but duodenitis, carcinoma, solitary adenomas, 
tuberculous enteritis, deficiency diseases and re- 
gional ileitis are to be thought of in every case of 
alimentary tract bleeding. While it is generally felt 
that small intestinal lesions are difficult to locate, 
painstaking and frequent observation of the intes- 
tine during the passage of barium through it will 
result in a high percentage of correct diagnoses. 

Malignant neoplasms, aside from hemorrhoids, 
are the most frequent cause of hemorrhage from the 
lower bowel. They usually produce fairly character- 
istic deformities and with proper roentgen study sel- 
dom escape detection. In formulating one’s clinical 
opinion it should be remembered that cancer of the 
proximal colon produces anemia early and obstruc- 
tion late, while in the distal colon obstruction is 
likely to occur early and anemia late. Therefore, 
cancer of the cecum or ascending colon should be 
thought of in every case of an otherwise unexplained 
anemia but absence of anemia does not preclude 
cancer of the distal colon. 

Polyps of the colon may be solitary or multiple, 
sessile or pedunculated. They are more often found 
in the distal portion, bleed frequently and are poten- 
tially malignant. They are often difficult to demon- 
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strate, frequently requiring repeated studies before 
detection and are more easily disclosed by the double 
contrast enema. 

Tuberculous enteritis and chronic ulcerative co- 
litis are the two inflammatory diseases most often 
encountered in the large bowel. Tuberculosis nearly 
always attacks the terminal ileum and cecum and is 
characterized by irregular narrowing of the lumen, 
marked irritability and in nearly all cases evidence 
of active pulmonary tuberculosis. Chronic ulcerative 
colitis involves first the distal colon and progresses 
proximally. In the involved segments haustrations 
are absent and the walls thickened, producing a tubu- 
lar appearance. 

Diverticulosis occurs not infrequently in patients 
past forty years of age and should be suspected 
when lower left quadrant pain and tenderness are 
present. These lesions are seen as small “bud-like”’ 
protrusions from the lumen of the colon and pre- 
dominate in the descending portion and sigmoid. 
The inflammatory reaction secondary to infection in 
diverticulae will sometimes produce complete ob- 
struction and may be confused with cancer. 

Fortunately amoebic dysentery is not prevalent in 
this locality but must be considered in the differ- 
ential diagnosis of inflammatory diseases of the 
cecum and it may be confused with carcinoma. 

It is obviously impossible in a presentation such 
as this to describe in detail all the clinical and 
roentgenological aspects of the multitude of digestive 
tract lesions which may bleed. Therefore, the brief 
mention made of many of them will suffice to re- 
mind us of the many possibilities we must consider 
and to emphasize the danger of considering one to 
the exclusion of others until a thorough roentgeno- 
logical investigation has been completed. 


603 Medical Arts Building. 


DIscussION 
Dr. VINCENT W. ArcHER, University: Mr. President, 
Dr. Barker has given us a very good cross-section of 
bleeding from the gastro-intestinal tract. There are just 
one or two phases I should like to stress. The first is 
the character of the bleeding. It makes a lot of difference 
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as to how the patient bleeds. Does the patient vomit 
tlood? Does the blood pass by bowel? If it passes by 
bowel, is it bright red blood or is it dark blood? Only 
by a very careful history can one determine the charac- 
ter of the bleeding, asking the patient what has gone on, 
whether he has ever vomited blood or had any ulcer 
symptoms, heartburn and so on associated with the bleed- 
ing, and so forth. This history is necessary in order that 
we may carefully examine the portion of the gastro- 
intestinal tract from which the blood may be coming. 
If the patient vomits bright red blood the chances are 
highly in favor of its coming from somewhere proximal 
to the pylorus. Rarely is vomited blood from lesions 
beyond the pylorus unless they are adjacent to the pylorus. 
On the other hand, if the patient passes bright red blood 
by bowel the chances are in favor of its coming from 
the colon. If the source of the blood is in the colon, 
Dr. Barker has showed us how we can demonstrate the 
cause by a double contrast enema. These procedures 
take a good deal of time and are costly, and many pa- 
tients cannot stand the expense. If you will be careful 
about the history often you can save a lot of time and a 
lot of expense to the patient. 

This was demonstrated very beautifully in a case we 
had at the University Hospital last week. The patient 
had never vomited blood. 
bright red blood by bowel. 


He had never passed any 
Between times the patient 
felt perfectly well. I felt when he came in for examina- 
tion that the lesion probably was not in the stomach or 
duodenum because of the lack of vomited blood and the 
and 
large bowel because he had not passed bright red blood. 


absence of ulcer symptoms, probably not in the 
For that reason we examined the small bowel very, very 
During one period we took films every fifteen 
little 


small bowel, over an area 


carefully. 


minutes and demonstrated just a local mucosal 
disturbance in the 
or three centimeters with no evidence at all of obstruction. 
We took more films and demonstrated it two or three 
times both fluoroscopically and on films, and diagnosed 


The patient came 


of two 


an organic lesion, probably tumor. 
to operation last Wednesday. There was no involvement 
On the mucosal surface was 
one little hemorrhagic area, the 
which the patient had bled, overlying a neurosarcoma 
I mention 


of the lumen of the bowel. 
doubtless area from 
3 cm. in diameter, lying outside of the lumen. 
this to show that you must take into consideration the 
character of the bleeding and then, after having roughly 
localized the bleeding, examine that area most carefully. 

Dr. BARKER, closing the discussion: I wish to thank 
Dr. Archer for his discussion. I am glad he brought out 
the importance of the history in these cases. 
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A METHOD FOR ERADICATING CONGENITAL SINUSES BY ELECTRO- 
COAGULATION AND STEAM—WITH SPECIAL REFERENCE 
TO PILONIDAL SINUSES* 


Puitip JAcogson, M. D., 
Petersburg, Virginia. 


The surgical removal of sinuses, particularly those 
of a congenital nature, often has been disappoint- 
ing because of the frequency of recurrences. This is 
due to the fact that man does not have a microscopic 
eye and may fail to excise a small nest of cells which 
can become a focus of recurrence or of abscess for- 
mation. The demonstration of sinus tracts by means 
of forcibly injecting dyes or heavy metal compounds 
has been helpful but by no means adequate. In the 
former, the dye under pressure has been found to 
travel along the lymphatics, and the heavy metal 
compounds are either too viscid or the sinuses too 
small to permit their entrance. 

The elimination of pilonidal sinuses is difficult, 
due to their mode of formation, and later, if re- 
peated abscesses occur, the sinuses extend from their 
original site. That a pilonidal sinus is the result 
of a congenital malformation has been amply proved, 
which compels the realization that the sinus may 
theoretically reach down to and into the sacrum. A 
sinus tract originating in or on the sacrum cannot 
be distinguished from the surrounding tissues. I 
have had two cases of this type and was able to 
show, by the method I am describing, that the sinuses 
extended down to make a small dimple in the bone. 
These probably would have been overlooked, regard- 
less of how careful or widespread the dissection 
might have been. For the present, attempts at locat- 
ing the full extent of a pilonidal sinus have been 
abandoned in most clinics and resort has been made 
to eliminate the sinuses either by destruction with 
a cautery, application of caustic solutions, or the 
block dissection of the whole sinus bearing area. 

At first blush the use of steam under pressure to 
define the sinus and its branches appears to be 
heroic and radical. But it is accomplished easily 
by. inserting a bi-polar electro-coagulator into the 
sinus, turning on the current long enough to pro- 
duce steam which, under pressure, can penetrate 
through all its passages. The coagulating unit used 
is the Kilmer-Jaros, made by the General Electric 
Company for the coagulation of the uterine cervix. 





*Read before the annual meeting of the Medical So- 
ciety of Virginia, at Virginia Beach, October 6-8, 1941. 


The working end of this unit, which is about 1% 
inch in length and 3/16 of an inch in diameter, 
consists of two heavy wires separated by an insulat- 
ing medium all twisted in a spiral. At the end of 
the spiral, nearest the operator, the wires are cov- 
ered with a rubber nipple much larger than the diam- 
eter of the coagulating wires. This nipple prevents 
entrance of the unit to not more than the 1% inch 
into the uterine cervix. When coagulating a cervix, 
I observed that the onset of a bubbling noise, denot- 
ing production of steam, could be used as. the crite- 
rion for terminating the coagulation and as a result 
of using this as an indicator of when to finish, I 
have had good results in the cases where this treat- 
ment was necessary in that there has been a notice- 
able absence of stenoses. 


WV Ae 


SPIRAL COPPER ELECTRODES 


The Kilmer-Jaros Bipolar Coagulating Unit 


INSULATION 


The rationale of treating the uterine cervix and 
pilonidal sinus in the same manner suggested itself 
since both are tubes lined with epithelium. Destruc- 
tion of the epithelium of a pilonidal sinus could be 
achieved, partially by coagulation and the rest, so 
affected by the hot steam, will be destroyed or identi- 
fied so it can be removed. 

The procedure, as I stated, is simple and requires 
little skill. If local anaesthesia is to be used, a large 
area must be infiltrated deeply to include the peri- 
osteum of the sacrum. The unit is placed into the 
cpening, which may have to be enlarged to admit 
its entrance, and pushed up far enough until the 
nipple is against the skin, where it is held firmly 
in order to prevent the escape of steam. If more 
than one opening is present, the largest should be 
chosen first and the others later, if it is found that 
no steam escapes from them. Current of moderate 
intensity is turned on. In a few seconds the bub- 
bling will be heard and the involved area will dis- 
tend. This rarely requires more than twenty seconds 
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and usually not more than ten. Then with the unit 
still in place, the skin overlying it is opened, either 
with the cutting current or the scalpel, and the elec- 
trode is removed. The sinus has the grayish blanched 
appearance typical of coagulated areas. Sometimes 
the apertures of branching sinuses may be seen very 
clearly when the skin is opened but it is unneces- 
sary to do more coagulation. With the loop cutter 
the main sinus is resected until healthy tissue is 
seen. It is at this point that one begins the search 
for the collateral sinuses. These present themselves 
as small blanched, darkened areas in the healthy 
tissue, sometimes only pin-point in size, which are 
in reality the openings of branches through which 
steam has passed and destroyed the lining. One 
should consider these as small tubes which must be 
removed piecemeal. A small segment of about one- 
eighth of an inch thickness is removed by the loop 
cutter and if the spot is still present another seg- 
ment is removed until normal tissue is exposed. 
Each branch of the sinus must be attacked sepa- 
rately until nothing but normal tissue is left. In the 
two cases I mentioned, branches reached down into 
the periosteum of the sacrum. After several seg- 
ments had been removed it was necessary to chisel 
away a small piece of bone in order to eradicate the 
end of the sinus tract. I feel now, that no matter 
how carefully a block dissection might have been 
done, these would have been left to foster recur- 
rences. 

The whole operation requires little time and the 
amount of tissue removed is very much less than 
that of block dissection. Healing by granulation is 
encouraged by keeping the area scrupulously clean. 
This is best accomplished by bathing in a tub twice 
a day. In addition, the granulating surface should 
be inspected frequently under a magnifying glass 
for pieces of hair or small islands of epithelium 
which can be turned under through the rapid pro- 
liferation from the skin margins at the edges of the 
wound. Either may be buried as the depression 
fills up to become the focus for an abscess. 

Patients undergoing this procedure are ambulant 


Heal- 


ing is finished in three weeks but in one case four 


and may return to work in one or two days. 


weeks were required. There are no large dressings 
and the quantity of secretion is small. Eight cases 
have been done in this manner over a period of three 
and one-half years. All were in men and there has 


been no recurrence. The scars are small, soft, and 
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pliable. 
suggests the thought that the introduction of steam, 
under pressure, alone may suffice to cure the sinuses 


One case is of special interest because it 


without doing any more. 

This is the case of a white man, about six feet 
tall and weighing 240 pounds, who came to me about 
nine years ago with an abscess in a pilonidal sinus. 
The sinus had been opened elsewhere on two occa- 
sions, the first, about a year and a half, and the 
second, about six months before his coming to me. 
The abscess was opened and he was advised to return 
for operation when the inflammation had subsided. 
This he failed to do but he did return two years later 
with another abscess. After opening this he again 
was given the same advice, and, although abscesses 
recurred which had to be opened, he persistently 
refused operation. During all this time he con- 
stantly had a small amount of drainage from this 
area, 

However, three years ago he returned with an- 
other abscess in the sinus, which I opened, evacuat- 
ing a large amount of pus. The inflammation sub- 
sided rapidly, as usual, but when he returned on 
the tenth day I suggested that I might try to dis- 
pose of the sinus in the office by coagulation, to 
which he assented. The area was infiltrated with 
novocaine and the unit inserted in the aperture. The 
bubbling and distention took place quickly and 
steam could be seen coming from two small holes, 
about three-quarters of an inch above the main open- 
ing. However, the area must have been incompletely 
anesthetized as, he complained of considerable pain 
and I had difficulty in keeping him on the table. 
I could go no further than open the skin over the 
unit as he refused to have me continue the opera- 
tion. 
return on May 16, 1941, with an entirely different 


In fact, he disappeared altogether until his 
cemplaint. I questioned him about his sinus and 
he informed me it drained for a month, then closed 
up and has given him no trouble. He permitted me 
to examine the area but no trace of a sinus could 
be seen. A small, soft linear scar, of about the same 
consistency as the surrounding tissues, was present. 
There was no opening of any kind, not even a 
dimple. 

It is not unusual for these sinuses to disappear 
when incision alone is made into them but in this 
case the long history of repeated incisions and 
drainages render this improbable. It provokes, there- 
fore, the speculation that a sinus may be eliminated 
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by the introduction of steam alone, and I am hoping 
for another case in which I can try this experiment. 

The idea is reasonable; and if steam can be made 
to penetrate deeply enough to destroy all the layers 
of cells, union of the tissues should follow in one 
of two ways. If all the bacteria are killed along 
with the cells, absorption of the dead tissue can 
take place in the same manner as the cells destroyed 
through electro-coagulation of blood vessels. On the 
other hand, if sloughing should occur the way is 
open for healing by granulation. 


DIscussION 

Dr. R. L. RaiFrorp, Franklin: I have listened with 
much interest to the very excellent presentation of this 
subject by Dr. Jacobson, and I wish to say that it 
certainly appears to open up a more hopeful method of 
handling this type of work. 

All of us realize that the handling of pilonidal cysts 
has not always been a joyous procedure to us or to the 
patient either. I became interested in surgical coagula- 
tion a good many years ago in connection with the treat- 
ment of the infected uterine cervix. Up until that time, 
as far as I was informed, nothing easy had been devised 
to get rid of an infection around the cervix; either some 
form of surgical procedure or what was known as med- 
ical gynecology was ordinarily practiced. 

Some twenty or more years ago we began to realize 
that an infected cervix was not only a local disease but 
a source of systemic toxemia. I saw many patients with 
infection of the cervix that was certainly causing much 
deleterious condition of the system. I began to use 
surgical diathermy, as Dr. Jacobson has described, to 
treat this condition, and I still get better results by this 
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method than by any other I have seen used, in spite of 
the fact that I believe the actual cautery is more popular 
among surgeons in general in giving this treatment. 

By this process, the most beautiful appearance, even 
in those cases where there has been a considerable lacera- 
tion of the cervix, is obtained, and all infection can be 
cleared up. While I have had no experience in treating 
sinuses by this method which Dr. Jacobson has so ably 
presented to us, I can easily see how it would work out 
admirably in the treatment of such cases. 

It has been my experience in the treatment of pilonidal 
cysts that we have to keep these patients in the hospital 
quite a while, where we dissect out all of the collateral 
sinuses leading Dr. Jacobson’s 
method is especially to be commended for its time-saving 
feature. 


into the main sinus. 


I wish to congratulate him on having introduced and 
presented this interesting and instructive subject, and 
I am certainly going to try his method in the next case 
that comes under my observation. 

Dr. JAcosson, closing the discussion: The principle of 
this procedure is the penetration and dilatation of a 
sinus by live steam, produced by a bi-polar coagulating 


unit working at the opening of a sinus. Perhaps any bi- 
polar unit would do, but I prefer the one mentioned. The 


coagulation of the lining cells by the hot steam defines 
the tract its contents. 

This destruction and sterilization must have been fully 
obtained in the case which I described and I believe 
this idea may be used in lesions where an easily con- 


as well as sterilizes 


trolled, quickly acting sterilizing medium 
sloughing or absorption. Except that too 
may be obtained and that its use is indicated only in 
benign lesions and infections, the use of steam can do no 


would produce 
much pressure 


harm in closed spaces because its effect ceases the in- 


stant the pressure is released. 





SICKLE CELL ANEMIA* 


James P. Baker, M.D., 


Richmond, Virginia. 


The first case of sickle cell anemia was reported 
by Herrick! in 1910. The second case ever to be 
described was reported in 1911 in the Vircrnra 
MeEpIcAL MONTHLY, the organ of this Society. The 
author of this paper was Dr. B. E. Washburn,” who 
was then a senior medical student at the University 
of Virginia. There were only two other cases* * de- 
scribed in the ensuing twelve years, with the result 
that it was considered a rare disease, an impression 
which one still gets from many textbook discussions. 
Sydenstricker and his associates first demonstrated, 





*From the Department of Medicine, Medical College 
of Virginia, Richmond, Va. 

Read at the annual meeting of the Medical Society of 
Virginia, Virginia Beach, October 6-8, 1941. 


in 1923, that this was not an infrequent disease. 
Looking back to the rather voluminous literature of 
the past fifteen years, and looking around ourselves 
in clinics and hospitals, we can say that it is quite 
a common disease. Looking forward, I hope that we 
can arrive at a better understanding of it. For the 
present, however, it presents many baffling problems. 

Although the second paper on this subject was 
published in the Vircinta MepiIcAL MONTHLY, it 
is the only one ever to appear in this Journal. For 
that reason, as well as to call attention to the preva- 
lence of the disease, I was particularly anxious to 
present this paper before this Society. 

I stated just now that sickle cell anemia is a 
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common disease. Far more common is the occur- 
rence of sickled red blood cells. In fact, such cells 
can be demonstrated by appropriate technique in 
about 7 per cent of all Negroes, but these people are 
usually normal in other respects and show no 
So we must distinguish between the con- 
ditions “sicklemia’’, where sickle cells may be dem- 
onstrated in the blood of healthy people, and “sickle- 
cell anemia”’, the disease under discussion. Although 
we cannot say that sickle cells are found only in 


anemia. 


Negroes, such a statement is true for all practical 
purposes. There have been a few reports of sickle 
cells in people with no demonstrable Negro ancestry, 
and there seems to be no good reason why they 
However, sickle 
of the 


should not occur in other races. 
cell anemia must be considered a disease 
Negro race. 

One could spend a great deal of time in con- 
jecture about these sickle cells, why they assume such 
queer shapes, why they function normally in some 
people and are destroyed so rapidly in others. The 
transformation of such cells from a normal to an 
abnormal shape under certain conditicns has been 
the subject of many studies, and has advanced our 
knowledge of the disease. Such considerations are 
beyond the scope of this paper, however, for I want 
to speak primarily of the wide variety of symptoms 
the disease may cause and of procedures that will 
be helpful in diagnosis. 
about treatment, too, but that will necessarily be 


I want to say something 


inadequate. 

First of all, we might consider the characteristics 
of the blood, for these represent the outstanding 
abnormalities in the disease. The degree of anemia 
may be moderate or severe, the red blood cell count 
falling to levels of 1,000,000 per cu. mm. with cor- 
responding levels of hemoglobin. The degree of 
anemia may change very rapidly, e.g., a patient 
with 3,500,000 red cells may show a drop to 1,500,- 
000 within a few days. The anemia is hemolytic 
in type, ie., the red cells are destroyed within 
the blood stream as shown by an elevated icterus 
index. Often this hemolysis is so rapid that the 
patient is markedly jaundiced. There is no lack of 
blood-building materials and no failure of the bone 
marrow, as witnessed by the high reticulocyte counts 
and the appearance of nucleated red blood cells. 
The leukocyte count is nearly always elevated, often 
as high as 25-30,000. 
about the blood, however, is the finding of sickled 


The most striking thing 
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red blood cells. Often these are crescentic or sickle- 
shaped but they may be oat-shaped or almost any 
shape. Now if these cells retained their abnormal 
shapes when spread out on a slide, the disease would 
be recognized more often. However, when exposed 
to air, they nearly all become round and appear as 
perfectly normal cells. As a result, a blood smear 
prepared in the usual way may show few or no 
sickle cells. However, if the cells be kept away 
from the air in a sealed moist preparation, they 
retain or assume an abnormal shape. The simplest 


0, 7% 


¢ - 





Blood from a patient with sickle cell anemia exposed 
Note the absence of sickle cells. 


Fig. 1. 

to the air before drying. 
way to do this is to put a small drop of blood on a 
glass slide, drop a cover slip on it and seal around 
the cover slip with vaseline or melted paraffin. The 
sickle cells may be seen in such a preparation within 
a few minutes to a few hours. I can best demon- 
strate this difference in shape with two lantern slides. 
(Fig. 1 & 2). 
edly reversed—if the cells are exposed to air, they 
become round, if they. are sealed from the air, they 


This change in shape may be repeat- 


become sickled. 

The disease has been recognized in infants, chil- 
dren and adults. Some of the subjects do not sur- 
vive infancy, usually dying of some infectious dis- 
ease. Those who are not diagnosed until late child- 
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hood or maturity usually give a history of long 
standing symptoms referable to the disease. Most 
affected individuals die at a rather early age, so 
that few are seen above thirty. 





Blood taken from the same patient, but sealed under a 
cover slip to prevent drying. 4 


The symptoms and signs of the disease are so 
numerous that they cannot all be mentioned. They 
may be referred to any part of the body, and it is 
this variability that makes diagnosis so difficult. In 
general, these people are in poor health. They are 
often stunted in growth and poorly nourished. They 
tire easily and are susceptible to various infectious 
diseases. 

The more dramatic symptoms we speak of as 
crises, which are often coincident with rapidly de- 
veloping anemia and accompanied by fever. One of 
the commonest complaints is of severe muscle or 
joint pains which may recur many times a year. 
There may be a variety of nervous system manifesta- 
tions such as drowsiness, stupor, hemiplegia, transi- 
tory blindness, double vision, convulsions, etc. We 
have recently seen two patients with severe head- 
ache, stiff neck, fever, leukocytosis—all the signs of 
meningitis—who had perfectly normal spinal fluids 
and whose symptoms subsided promptly without 





treatment. 
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Organic heart disease is often suspected on exami- 
nation, but at autopsy there are no constant changes 
except those explainable on the basis of anemia. 
Enlargement of the spleen is present early in the 
disease, but this is followed later by a shrunken 
fibrotic spleen. 

Patients with this disease frequently present symp- 
toms which suggest an acute surgical abdomen, and 
are subjected to operation which reveals no abnor- 
malities. The intense abdominal pain which may 
localize over favorite sites for operation, the muscle 
spasm, fever and leukocytosis present a picture which 
is difficult to reconcile with a medical condition. 

Chronic leg ulcers in negroes should arouse sus- 
picion of this disease, for they occur in many of the 
subjects. Such ulcers are most resistant to treatment 
and may enlarge slowly for years. 

A variety of changes in the bones has been re- 
ported by Diggs and his associates.° Osteoporosis 
of some bones, sclerosis of others, may be found. 
We have seen, and there have been reported, cases 





Fig. 3.—Sealed preparation of blood from a case of sickle cell 
anemia. 


where a diagnosis of osteomyelitis was made from 
clinical symptoms and signs, but the bone found to 
be perfectly normal at operation. 

You will certainly ask how all these symptoms 
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could occur as a part of sickle cell anemia. It is 
not possible to give a complete explanation. There 
has been enough pathological study, however, to 
show a probable mechanism. When one considers 
the shape and size of the sickled erythrocytes it is 
easy to see how they might cause stasis of blood 
flow through capillaries, even blocking capillaries 
(Fig. 3). 
would accentuate the deformity of cells. 


Anoxemia resulting from such stasis 
This has 
been demonstrated in wet preparations of blood that 
are sealed off from the air. This vicious cycle of 
stasis, anoxemia, further sickling and stasis prob- 
ably results in vascular injury with thrombosis. If 
the thrombus be of sufficient size and collateral cir- 
culation be inadequate, destruction of tissue will 
occur. This has been demonstrated‘ in those cases 
who have had brain injury sufficient to cause death. 

When one comes to the treatment of this disease, 
All of the blood- 
building substances (iron, liver, etc.) have been used 
with but little effect. After all, the defect here is 
excessive hemolysis and not a failure to make new 


there is very little to be said. 


blood. Splenectomy has been done in a number of 
cases with equivocal results. The painful crises are 
almost always self-limited, and require only sympto- 
matic treatment. 
to hasten the healing of chronic leg ulcers. Trans- 


Elastoplast bandages have seemed 


fusion is indicated in those patients who have pro- 
found crises of hemolysis. 
SUMMARY 
Sickle cell is a common disease in the 
Negro race. 


anemia 
It may give rise to symptoms and signs 
referable to almost every part of the body. It should 
be suspected in Negroes who have crises of pain, 
who are anemic and have jaundiced sclerae, or who 
have leg ulcers. The deformity of the red cells can 
best be demonstrated in sealed wet preparations of 


the blood. 
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DIsCUSSION 


Dr. WILLIAM B. Porter, Richmond: This presentation 
by Dr. Baker is a very timely one, because it brings to 


our attention a problem which is ever present and 
which is a very challenging one. It is challenging be- 
cause of its bizarre manifestations, the clinical state 


presented by these individuals mimicking practically any 
one of a number of diseases. It is challenging, moreover, 
because of the lack of fundamental data concerning the 
nature of the disease, and what to do about it. Hence, it 
represents one of those unique problems challenging the 
profession of the Southern States, which we should take 
as a serious responsibility. 

There are several specific points upon which I should 
The first of these represents the dif- 
ferentiation between the symptoms occurring with hemo- 
and 


like to comment. 


lytic crises with bizarre clinical symptoms signs, 
and in certain of the acute infectious diseases, particularly 
rheumatic fever, acute joint and bone disease and acute 
disease. In both fever and 


The leukocytosis with the other 


intra-abdominal instances, 
leukocytosis are present. 
constitutional symptoms frequently demands a positive 
decision between an acute surgical malady versus the 
symptoms of sickle cell disease. 

We have 
an essential differential point, and with this in mind 


In the hemolytic 


been interested in attempting to establish 


we have used the reticulocyte count. 


anemia of sickle cell crisis a high reticulocyte count, 
varying from 12 to 25 per cent, is usual; whereas, in 
the other diseases above-mentioned with leukocytosis, 


there is no appreciable increase in the number of re- 
ticulated red cells. 

I will not say anything more about this interesting 
disease, but I should like to suggest that the President 
have one of our guest speakers, Dr. James E. Paullin of 
Atlanta, discuss this disease for he has been intimately 
associated with it for many years, and has worked with 
Dr. Sydenstricker who has contributed much to our knowl- 
edge of sickle-cell anemia. 

Dr. JAMES E. PAutiin, Atlanta, Ga. (upon invitation) : 
It is with a great deal of pleasure that I again have the 
privilege of attending your annual meeting and renewing 
old acquaintances. 

Dr. Baker has brought to your attention a most in- 
teresting blood dyscrasia and his discussion of our knowl- 
edge and the clinical manifestations of sickle-cell anaemia 
little that I 
However, 


is most enlightening. There is can 


add to his excellent discussion of the subject. 


very 
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since I have been very much interested in this disease 
for many years, particularly since Sydenstricker brought 
it so forcefully to our notice, there are just a few points. 
made hy Dr. Baker that I would like to re-emphasize. 
The.occurrence of attacks of acute abdominal pain in pa- 
tients with sickle cell anaemia not due to acute infection 
within the abdomen is not unusual. On the colored 
medical service of the Emory University Division of the 
Grady Hospital, on several occasions the differential 
diagnosis between this disease and acute appendicitis has 
been made with difficulty. It therefore behooves us to 
study carefully the blood of young negro patients for 
evidence of sickle cell anaemia before subjecting them 
to surgical operation for the relief of abdominal pain, 
particularly when it is associated with nausea, vomiting, 
fever, muscular rigidity and a leucocytosis. The dis- 
covery in the blood smear of sickling of the red cells, 
normoblasts and a marked increase in the reticulocytes 
should make one suspicious of a crisis occurring in 
sickle cell anaemia rather than an acute abdominal in- 
fection. 

Enlargement of the spleen cannot always be demon- 
strated in these cases, and in a few of the patients who 
have been subjected to splenectomy, in our clinic, for 
relief from the disease, the spleen has been smaller 
and softer than normal. 
accompany the disease. 


Splenomegaly does not always 


The diagnosis of osteomyelitis is occasionally made in 
these patients because of severe pain in the extremities 
and finding on examination tenderness along the shaft 
of the bone frequently associated with the presence of a 
superficial ulcer of the skin. Here again a careful ex- 
amination of a fresh preparation of the blood, together 
with a study of a stained smear, will establish the diag- 
nosis. 


Lastly, the occurrence of cardiac enlargement (hyper- 
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trophy) in so many of these children without any evidence 
of heart disease or hypertension is difficult to explain. 
We are prepared to accept the presence of the hyper- 
trophy in patients who have had, over a period of years, 
a rather severe anaemia. I have no satisfactory explana- 
tion to offer for hypertrophy occurring in those patients 
before a grave anaemia exists; it is generally accepted 
that deficient oxygen supply is the etiological factor, 
yet this cannot always be demonstrated. I would like 
to ask Dr, Baker if he has an explanation for this. 

Again I wish to thank you for this opportunity of 
appearing on your program. 

Dr. BAKER, closing the discussion: I should like to 
thank Dr. Porter and Dr. Paullin for their discussion of 
this paper and for elaborating on certain aspects of the 
disease which are very important. 

As Dr. Paullin mentioned, we believe this is a heredi- 
tary disease. I do not know that the exact mechanism 
of heredity has ever been shown conclusively. We have 
been engaged on the heredity aspect, among other things, 
in studying a number of families. Dr. Roscoe Hughes 
and I were studying that last year when he was called 
to active duty in the Navy. 

Dr. Paullin spoke of the small size of the spleen. I 
did not intend to imply that contraction was due to any 
known factor, but mentioned it as one of the pathological 
findings. 

As regards cardiac hypertrophy in very young children 
who have not had crises of hemolysis or very severe 
anemia, I do not know. I refer particularly to the group 
who have had numerous attacks of muscle and joint 
pain and were thought to have rheumatic fever and 
to have developed rheumatic heart disease. That is the 
group I spoke of as having cardiac signs and symp- 
toms. I cannot explain the cardiac hypertrophies in 
the very young people whom Dr. Paullin mentioned. 





CASE REPORT OF MATERNAL DEATH 


MATERNAL HEALTH COMMITTEE 
Mepicat Society OF VIRGINIA 


The patient was a 22 year old colored multipara 
with two previous pregnancies who had attended 
a prenatal clinic at monthly intervals for the first 
During the fifth month the blood 
pressure was 150/90, although the rate of weight 
gain had been normal and there were no unusual 
complaints. When the elevation of blood pressure 
was detected, the patient was advised to take a 
tablespoonful of salts daily and to rest in bed for 
one or two hours each day. Three weeks later the 
blood pressure was 140/90. Two weeks following 
the last visit to the clinic, a physician was called 
to see the patient because of abdominal pain and 


five months. 





vaginal bleeding. The uterus was found to be 
“board-like”, the blood pressure was 120/80, and 
the patient was not in shock. A diagnosis of pre- 
mature separation of the placenta was made and 
the patient was referred to a hospital. 

The patient was admitted to a hospital at 5:30 
A. M., with vaginal bleeding. An examination 
showed the cervix 4 cm. dilated. Following con- 
sultation, the cervix was manually dilated and a 
six and one-half months stillborn fetus was de- 
livered by version and extraction under gas-oxy- 
gen anesthesia. Following delivery, excessive bleed- 
ing occurred and pituitrin and ergot were given. 
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One hour postpartum 1000 cc. of Ringer’s solution 
and morphia gr. 4 were given. The patient was 
typed for transfusion, but the pulse became rapid 
and irregular and the patient died two hours and 


fifteen minutes after delivery. 


COMMENT 
This has been classified as a preventable obstet- 
ric death, because of the failure to employ one of 
the generally approved methods for the treatment 
Manual 
dilatation of the cervix is a shocking and usually 


of premature separation of the placenta. 
an ill-advised obstetric operative procedure, and 
should practically never be employed. 

The first essential in the treatment of premature 
separation of the placenta is the treatment of shock 
and the replacement of blood loss by intravenous 
fluids, plasma, and whole blood, and the adminis- 
tration of morphia for relief of pain. After these 
measures have been utilized, delivery may then be 
accomplished by Cesarean Section, or labor may be 
induced and vaginal delivery anticipated. Some 
obstetricians always advise delivery by Cesarean 
Section for premature separation of the placenta, 
while others invariably deliver these patients through 
the vagina, while still others, of whom the present 
reporter is one, feel that these patients must be in- 
dividualized and the method of delivery chosen 
which seems to offer the best outlook for the mother. 
If the vaginal method of delivery is chosen, the 
membranes are ruptured, and at times scalp trac- 
tion may be employed by a Willet forceps, a vul- 
sellum, or a cervical tenaculum. In addition a 
tight abdominal binder is usually applied and 
pituitrin or pitocin in small dosage may be given 
While 


progressing fluids and blood usually have to be 


hypodermically or intranasally. labor is 
administered intravenously depending upon the con- 
dition of the patient and the amount of blood loss. 
One such patient managed in this manner recently, 
received 3875 cc. of blood during labor. 

The danger, however, is not passed following 
Occa- 
(intramuscular 


the delivery of the baby and the placenta. 


sionally utero-placental apoplexy 
hemorrhage) occurs in association with premature 
separation, and in these instances the uterus re- 
mains atonic because of the dissociation of the mus- 
cle fibers by the hemorrhage in the wall of the 


uterus. In one case of this nature recently a spon- 
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taneous rupture of the uterus occurred with ex- 
trusion of the fetus and placenta into the abdomi- 
nal cavity. Here bleeding continues postpartum and 
contraction often fails to occur in spite of oxy- 
tocics and uterine tamponade, so that hysterectomy 
may have to be performed. The danger of post- 
partum hemorrhage from atony due to dissociation 
of the uterine muscle is perhaps the best reason 
for delivering many of these patients by section. 
At the time of 
emptied of the fetus and placenta, if the uterus 


section after the uterus has been 
fails to contract it may be removed immediately. 
The administration of fluids, plasma or blood may 
have to be done before, during and after the opera- 
tive procedure. The decision as to when to remove 
the uterus in these cases often taxes the judgment of 
the most experienced obstetricians. 

Obviously in the case under consideration no 
effort was made to administer fluids, blood or plasma 
before or during delivery. In addition, the patient 


was immediately delivered by the hazardous pro- 
cedure of accouchement forcé, with its attendant 
shock, cervical lacerations and hemorrhage. This 


method of delivery would be a dangerous one even 
if the patient had not already been suffering from 
blood loss. Following such a method of delivery 
the cervix should have been inspected for lacera- 
tions, and if any bleeding lacerations were found 
they should have been repaired. Armed with the 
knowledge that any bleeding which did occur was 
coming from the uterus, and if it could not be 
controlled by oxytocics and packing, then a hys- 
felt, in 


view of the ill-advised operative delivery, the fail- 


terectomy should have been done. It is 
ure to administer fluids and blood earlier, the fail- 
ure to inspect the cervix and to repair any bleeding 
lacerations in it, and the failure to pack the uterus, 


that this should be classified as a preventable death. 





Public Health Statistics 
I. C. Ricctn, M.D., 
State Health Cammissioner of Virginia. 


of the Bureau of Communicable 
State Department of Health for 
February, 1942, compared with the same month in 
1941 and for the period of January through Feb- 


The 


Diseases of the 


report 








214 VIRGINIA MEpIcAL MonTHLY 


ruary, 1942, compared with the same period in 1941 


follows: Jan.- JAN.- 
Fes. Fes. Fes. Fes. 
. 1942 1941 1942 1941 
Typhoid and Paratyphoid___.___ 7 10 38 18 
Diarrhea and Dysentery ______ 106 38 6225 85 
EE Ta 541 3,332 1,385 4,182 
Scarlet Fever mtvucsms Se £64 9 
I Se 46 34 117 74 
Punemeenis ...............__ 0 1 0 4 
Meningitis ____._________ dig) bao 8 32 14 
Undulant Fever 0 1 2 3 
Rocky Mountain Spotted Fever 1 1 1 
ITI. on iene ps i 5 13 13 


THE PHYSICIAN AND THE NUTRITION PROBLEM 

The science of human nutrition has made. great 
advances during the past twenty-five years. Before 
1912, the physician’s main concern was to see that 
his patients received a proper supply of fats, car- 
bohydrates and proteins. Very little was known of 
the importance of minerals, and the word “Vitamin” 
was yet to be coined. 

Scientific progress, in the field of nutrition has 
been followed by an increased lay interest in this 
subject. On the part of the more intelligent there 
has been a real desire to obtain authoritative infor- 
mation free from fads and fallacies. The family 
physician is playing an important part in the pro- 
motion of better nutrition for his patients because 
he recognizes his responsibility in this connection. 

However, it recently was stated that approximately 
$100,000,000 is being spent annually for vitamin 
concentrates without prescription. While this is real 
evidence on the part of the average person of a gen- 
eral desire to improve his nutritional status, it also 
indicates that the physician’s advice not only on 
nutrition but on other factors influencing the attain- 
ment of optimum health often is being overlooked. 

In the application of nutritional knowledge as it 
affects the prevention and treatment of disease, it is 
essential that the leadership of the family physician 
be sought. The doctor’s sympathetic support in both 
individual and community nutrition problems defi- 
nitely is connected with the solution of the national 
malnutrition The 
realizes that poor nutrition is by no means confined 
to those of low econemic status. He knows that many 


problem. practicing physician 


of his private patients suffer from subclinical defi- 
ciencies due to lack of medical guidance and poor 
food habits. 

Public health efforts as well as commercially in- 
spired pronouncements, have aroused a desire on the 
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part of many individuals to improve their general 
health by applying proper nutritional principles. 
Nevertheless, in this 
important preventive measure cannot meet with the 
success desired unless individuals somehow are made 
to realize that spontaneous dietary efforts on their 
part cannot safely be substituted for the advice which 


efforts to stimulate interest 


the family doctor is in a position to give. 

Much is being accomplished by physicians’ efforts 
to induce patients to form good food habits. The 
doctor can impress upon the patient that a proper 
selection of foods is of much more importance in the 
average case than the use of vitamin concentrates. 





Mental Hygiene Activities 


Mental health during wartimes commands the at- 
tention of all thinking people. The morale of the 
citizens of the United States needs close guarding 
and constant care from all those that wish to crown 
the efforts of the nation with success. This morale 
is a mental attitude, resulting to large extent from 
physical well-being but even in greater degree from 
the type of thinking which permeates the mass. It is 
the altruistic thinking, that thinking which goes on 
on the borderline of consciousness; while the ma- 
chinist works, at his lathe or the painter automati- 
cally weilds his brush, he conducts a thought life 
which diverges from the practical, paralleling for a 
time his actions, and then again diverging sharply 
but if of value finally returning to color some future 
This altruistic thinking determines the 
morale. It is what leads to strikes and to rebellion 
as well as concerted action, and if forces of destruc- 
tion are allowed to play on it unhampered, construc- 


action. 


tive plans for an integrated national behavior will 
degenerate into confusion. 

Therefore, it behooves us all now to study the 
possible behavior disorders which will face us when 
attacked—when Norfolk is bombed or Richmond is 
under siege—as well as the insidious influences that 
warp the preoccupations of us all and determine our 
spirit. 

During the week of April 22nd there will be a 
meeting of the Virginia Conference of Social Work 
conducted at the Jefferson Hotel in Richmond. This 
is the annual meeting of this organization but the 
programs are for everyone and especially for the 
medical profession. 
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On the night of Wednesday, April 22, 1942, in 
the auditorium of the Jefferson Hotel, the public 
‘meeting will be held, under the joint auspices of the 
Virginia Conference of Social Work and the Mental 
Hygiene Society of Virginia. The subject for dis- 
cussion will be “Propaganda and Its Antidote.” 
The speaker of the evening will be Dr. Charles C. 
Burlingame, Psychiatrist in Chief of the Neuro- 
psychiatric Institute of the Hartford Retreat, Hart- 
ford, Connecticut, and Chairman of the Committee 
on Public Education of the American Psychiatric 
Association. He has made a special study of propa- 
ganda and its effects, so is well qualified to present 
the psychiatric approach to this subject. He will be 
followed by Mr. Lee R. 


especially assigned to this meeting by the Federal 


Pennington, an Inspector 


Bureau of Investigation, Washington, D. C. He will 
also discuss the effects of propaganda and will sug- 
gest practical methods for combating it. After these 
talks there will be a general discussion. It is hoped 
that Governor Darden, Chief of Civilian Defense 
for the State of Virginia, will be present to lead the 
discussion. 

On Friday and Saturday morning of that week, 
the 24th and 25th, the Mental Hygiene Section will 
present a program based on “Mental Health in War- 
times.”” On the morning of the 24th, Dr. Douglas 
A. Thom, Professor of Psychiatry at Tufts Medical 
School, Boston, Mass., author of several books re- 
garding the problems of children and of youth, will 
speak on “The Effect of War on the Armed Forces.” 
Dr. Thom was in the last World War and has made 
a special study of the war neuroses. This paper will 
be discussed by Dr. Finley Gayle of Richmond. Fol- 
lowing this there will be a talk by Dr. James B. 
Pettis, former Clinical Director of the Western State 
Hospital, Staunton, Virginia, and now a Lieutenant- 
Commander in the United States Navy located at 
Norfolk, Virginia. Dr. Pettis will talk on ‘‘The 
Effect of War on the Mental Health of Civilian 
Population” and his paper will be discussed by Dr. 
Joseph E. Barrett of Southwestern State Hospital. 
On the afternoon of the 24th the “Effect of War on 
Delinquency and Crime’’ will be the topic for dis- 
cussion. Dr. Harvey DeJarnette Coghill will open 
with a talk on “The Effect of War on the Behavior 
of Children.”’ Dr. Coghill is well known throughout 
the State for his studies of the effect of war on the be- 
havior of children. His paper will be discussed by 
Dr. Frank Wilson of Norfolk, Pediatrician. Follow- 


VIRGINIA MEDICAL MONTHLY 


bo 
_ 
wn 


ing Dr. Coghill’s remarks, Dr. James A. Nolan, 
Professor of Sociology at George Washington Uni- 
versity and now Director of the Washington, D. C., 
Criminal Justice Association, will talk on “Crime 
Control in Wartimes.’’ The discussion of his paper 
will be opened by Mr. William J. Barron, Assistant 
Dean of the Law School of the University of Vir- 
ginia. 

On Saturday morning there will be a roundtable 
discussion based on “The Control of Mental Health 
in a Defense Area.”’ This will be especially set up 
with Norfolk and Richmond in mind. The opening 
talk will be by Miss Sue R. Slaughter, Director of 
Family Welfare Assn., Inc., in Norfolk, Virginia. She 
will talk on “Social Problems Which Affect Mental 
Health in a Vital War Area.” She will be followed by 
Dr. Victor Vogel, who is in charge of the Mental 
Health Division of the United States Public Health 
Service, Washington, D. C. He will talk on “The 
Organization Necessary for the Protection of Mental 
Health in a Vital War Area.” 
speaker, there will be a roundtable discussion by all 


Following this second 


speakers of the program, discussing Dr. Vogel’s paper 
and making plans to meet the present situation in our 
State and those situations which are to be expected. 
It is hoped that all the members of the Medical 
Society of Virginia can be present at this meeting 
to take part in the discussions. 
Davin C. Witson, M.D. 





Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. E. LATANE FLANAGAN, Richmond. 

President-Elect—Mrs. H. W. Rocers, Norfolk, 

Recording Secretary—Mrs. Harotp W. Potter, Hilton 
Village. 

Corresponding Secretary—Mkrs. A. S. Litty, Richmond. 

Treasurer—Mkrs. REUBEN F. Simms, Richmond, 

Chairman, Press and Publicity—Mrs. Henry M. SNEAD, 
Petersburg. 


Petersburg Auxiliary. 

The efforts of the Petersburg Medical Auxiliary 
for the past two years have been directed toward 
securing funds with which to meet their pledge of 
$900.00 to the new Petersburg Hospital. In January 
a check for $350.00 was forwarded the Hospital, 
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making a total of $550.00 which the Auxiliary has 
contributed to the new building. 


On February 20th, a tour of outstanding homes 


in Petersburg and vicinity was conducted by the 
Auxiliary. A net sum of $100.00 was realized, which 
will be applied to the Hospital fund. 

For the past several years the linen supply of the 
Petersburg Hospital has been replenished by a 
shower sponsored by the Auxiliary. In the afternoon 
of February 24th the shower was given at the 
Nurses’ Home. Miss Jaunita Loot wrote and di- 
rected a thought-provoking and amusing skit, en- 
titled “Ten Sheets in the Wind”, which was pre- 
sented by the nurses. The parlors were beautifully 
decorated with flowers and delicious refreshments 
were served by the freshman class in dietetics. Miss 
Harriett Patterson, superintendent of the Hospital, 
estimated the value of the linen received at $315.00. 
The contributions were made by various organiza- 
tions and citizens of the city, both white and colored. 

Several members of the Auxiliary served in booths 
during the ‘March of Dimes”. The Auxiliary has 
faithfully worked in the Red Cross, four of its mem- 
bers being supervisors in the surgical dressing work 
room. 

Loutse J. HAMNER (Mrs. J. E.) 


Mid-Tidewater Auxiliary. 

The January meeting of this Auxiliary was held 
in the home of Mrs. M. H. Harris of West Point, 
with Mrs. Hawes Campbell, president, presiding. 
This was an outstanding meeting, two new members 
being welcomed. 

The treasurer reported that about fifteen dollars 
had been realized from the doll which was won by 
little Patricia Cox, now of California. 

After the business session, the president introduced 
Mrs. Fred Alexander and one of her co-workers, 
Miss Mary C. Atkins, of Richmond, who gave much 
helpful information on the progress and possibilities 
of Cancer Control in King William County. 

A sea food luncheon as guests of the doctors fol- 
lowed the meeting. 

VIRGINIA PEARSON (Mrs. PAUL) 
Publicity Chairman. 


A.M.A. Convention. 

A few more months, and the members of the 
Woman's Auxiliary to the American Medical Asso- 
ciation will be arriving in Atlantic City, New Jersey, 
for their Annual Convention, June 8-12. 
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Have you made your reservations? If not, send 
your request at once to Haddon Hall, Atlantic City, 
New Jersey. 


Book Announcements 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will 
be published shortly after the acknowledgment of 


receipt. However, we assume no obligations in re- 


turn for the courtesy of those sending us the same. 


Methods of Treatment in Postencephalitic Parkinson- 
ism. By HENRY D. VON WITZLEBEN, Elgin 
State Hospital. Elgin, Illinois. New York. Grune 
& Stratton. 1942. 164 pages. Cloth. Price $2.75. 


Surgery of the Ambulatory Patient. By L. KRAEER 
FERGUSON, A.B., M.D., F.A.C.S., Lieut.-Command- 
er, Medical Corps, United States Naval Reserve; 
Assistant Professor of Surgery, University of Penn- 
sylvania; Surgeon, Philadelphia General Hospital 
and Doctors Hospital; ete. With a Section on 
Fractures by Louis Kaplan, A.B., M.D., F.A.C.S., 
Associate in Surgery, University of Pennsylvania; 
ete. J. B. Lippincott Company. Philadelphia. 1942. 
xvi-923 pages. 645 Illustrations. Cloth. Price $10.00. 


Mayo Clinic Monography. By 
FREDRICK A. WILLIUS, B.S., M.D., M.S. in 
Medicine, Head of Section of Cardiology, Mayo 
Clinic, and Professor of Medicine, Mayo Founda- 
tion for Medical Education and Research, Graduate 
School, University of Minnesota, Rochester. St. 
Louis. The C. V. Mosby Company. 1941. 276 pages. 
Illustrated. Cloth. Price $4.00. 


Cardiac Clinics. A 


The author has attempted to cover the field of the 
essential types of cardiac and vascular disease by 
reporting a series of illustrative cases. The case re- 
ports are followed by a pertinent discussion of the 
The reviewer 


that the cases selected are excellent illustrations, and 


clinical problems represented. feels 
that the discussions in most instances are reasonably 
complete. The reviewer cannot agree with some of 
the deductions, nor does. he feel that there is com- 
plete justification for the enthusiasm which is shown 
for certain therapeutic procedures recommended. 
This type of medical literature offers many advan- 
tages for those who are not in contact with a large 
mass of clinical material; on the other hand, this 
volume has the usual fault inherent in this class of 
publication, that is, much repetition. The book can 
be recommended particularly to practitioners of 
medicine who wish to familiarize themselves with 
the clinical approach to the usual cardiac prob- 
lems, but it will serve its most useful purpose as 
material for a seminar discussion where several phy- 
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sicians can review the material and discuss the cases, 
express their own personal opinions, and, finally, 
review the opinions of the author. 

This volume is a very good example of its kind, 
and can be recommended to all those interested in 
problems of cardiovascular disease. 

W.. BP. 
The March of Medicine. New York Academy of Medi- 
cine Lectures to the Laity, 1941. New York. Col- 
umbia University Press. 1941. xiv-154 pages. Cloth 

Price $2.00. 

This volume consists of a series of lectures spon- 
sored by the New York Academy of Medicine, and 
are supposedly designed for the laity. ‘The reviewer 
has great respect for the education and intelligence 
of the laity of New York City if they were able to 
comprehend some of these talks. Although they are 
cll scholarly, sometimes painfully so, there are 
really only two easily comprehended by anyone not 
thoroughly conversant with medicine and its history. 
The list of lectures is as follows: Humanism and 
Science by A. Gregg, Paracelsus in the Light of 
Four Hundred Years by H. E. Sigerist, Psychiatry 
and the Normal Life by W. Healey, Philosophy 
and Therapy by I. Edman, The Promise of En- 
docrinology by O. Riddle, and What We Do Know 
About Cancer by F. C. Wood. 

Of these, the articles on endocrinology and cancer 
ure of definite interest to the laity as well as to the 
physician. The life of Paracelsus is well done and 
worth reading. Several of the others would be dry 
reading to anyone. 

R. J. M. 
The Toxemias of Pregnancy. By WILLIAM J. DIECK- 

MANN, M. D., Associate Professor of Obstetrics 

and Gynecology, The University of Chicago; At- 

tending Obstetrician, The Chicago Lying-In Hospi- 

tal and Dispensary; ete. St. Louis. The C. V. 

Mosby Company. 1941. 521 pages. With fifty text 

illustrations and three color plates. Cloth. Price 

$7.50. 

This is truly a book of science, dealing with the 
Toxemias of Pregnancy, one of the big three in the 
causes of maternal deaths in this and all nations. 
It is weighty in its exhaustive review of all the vast 
expermental data which has accumulated on the sub- 
ject. Chemist, physicist, and pathologist will find it 
absorbing, the specialist in obstetrics will find it in- 
teresting, the general practitioner will find it dull. 

The first portion of the book takes up the conflict- 
ing ideas regarding the typical pathological lesions of 
eclampsia. Here at least one would hope to find some 
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agreement for one usually expects the post-mortem 
table to answer all questions with authority but the 
lesions of eclampsia cannot be said to be specific, 
not uniform in all cases coming to autopsy. The in- 
tricate problems related to water balance in relation 
to mineral and protein metabolism is discussed in 
some fifty pages. Blood pressure changes and newer 
tests for anticipating blood pressure rise in pregnant 
patients as judged by their response to “cold” are 
described in detail. About fifty pages are devoted 
to renal physiology and an excellent review it is, too. 
The etiology of the Toxemias receives its usual end- 
less expressions of opinions and is concluded with 
the latest and perhaps most promising speculations of 
all, namely the role of the endocrine glands in rela- 
tion to the development of eclampsia. The last half 
of the book is devoted to the clinical aspects and 
treatment of the toxemias. The author whose per- 
sonal contributions to the knowledge of the Toxemias 
is excelled by none has freely commented and inter- 
jected his own opinions while quoting those of others, 
thus greatly enriching the book. The complete bibli- 
ography will prove of inestimable value to all clin- 
icians who are writing on the subject and will pro- 
vide ready access to the world’s literature on this 
most vital of maternal health problems. 
WILLIAM Bickers, M.D. 


The Blood Bank and the Technique and Therapeutics 
of Transfusions. By ROBERT A. KILDUFFE, A.B., 
A.M., M.D., F.A.S.C.P., Director, Laboratories, At- 
lantic City Hospital; City Bacteriologist, Atlantic 
City; Serologist, Municipal Hospital for Contagi- 
ous Diseases; Pathologist, Atlantic County Hospi- 
tal for Tuberculous Diseases; etc. And MICHAEL 
DeBAKEY, B.S., M.D., M.S., F.A.C.S., Assistant 
Professor of Surgery, School of Medicine, Tulane 
University of Louisiana; Visiting Surgeon, Charity 
Hospital, Touro Infirmary, and Mercy Hospital, 
New Orleans; ete. St. Louis. The C. V. Mosby 
Company. 1942. 558 pages. With Two Hundred 
Fourteen Illustrations and One Color Plate. Cloth. 
Price $7.50. 


The first in a young, though rapidly maturing 
field, this book touches upon every aspect of the 
transfusion of blood, plasma, and serum. It is based 
upon an almost exhaustive analysis of a volumin- 
ous literature. 


A brief history of the early methods of trans- 
fusions serves as an introduction. Subsequently each 
subject is treated in great detail, reaching back to 
the simplest fundamentals. The authors discuss at 
length the indications and contra-indications to 
blood transfusion, emphasizing that the latter are 
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few indeed. Many pages are devoted to a dis- 


cussion of the actual techniques of blood typing and 


compatibility tests, and to the various methods of | 


blood transfusion. Great stress is. placed upon 
the many sources of error in the matching and ad- 
ministration of blood; in fact, a whole chapter is 
given over to a consideration of the ‘Universal 
donor” and “Universal recipient’, and their dan- 
gers. Essentially this is a book dealing with prac- 
ticalities. The authors present several systems of 
blood banking, with some few comments on their 
relative values. They deal very completely with the 
preparation and usage of plasma preserved by vari- 
ous techniques. Remarkably little space however is 
devoted to discussion of the theoretical and physio- 
logical aspects of blood transfusion; some of the 
major points are touched briefly. 

This work must necessarily be a compilation and 
summary of the literature, as the authors state in 
their preface. And so, in some instances they have 
taken over bodily large portions of several of the 
better articles. Much of the author’s wide experi- 
ence is also incorporated. That the book is timely 
However it is too diffuse for the 
general physician, not actually detailed enough 
for the specialist interested in blood banking and 
transfusion. Certainly it has. special value for the 


is most obvious. 


student, insofar as fundamentals are grouped to- 
gether. It is recommended to all who give blood 
and plasma transfusions. 


ARTHUR KLEIN, M.D. 


Psychosurgery. By WALTER FREEMAN, M.D., and 
JAMES WATTS, M.D., Washington D. C. Charles 
C. Thomas, Springfield, Illinois. 1942. 331 pages. 
Cloth. Price $6.00. 


This book, “Psychosurgery,” of Drs. Freeman 
and Watts, of Washington, D. C., is dedicated to 
Egos Moniz and includes certain psychometric and 
personality profile studies by Dr. Thelma Hunt 
of Washington. 

The introduction of this important work on the 
treatment of mental disease by surgery traces this 
type of surgery from early operations for skull de- 
pression on to Egos Moniz of Lisbon, who in 1935 
and 1936, reported the operation of lobectomy in 
twenty cases for the relief of mentally ill patients. 

Freeman and Watts performed the first operation 
in this country, following Moniz’ idea, on Septem- 
ber 14, 1936. The operation has changed somewhat 
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since in the hands of various operators and now lob- 
otomy is usually preferred to lobectomy. Lyerly of 
Jacksonville, Florida, reported in a discussion in 
May 1939 the results in twenty-seven cases upon 
whom he had operated. 

Preoperative, operative, and postoperative observa- 
tion, examination, and analysis of the behavior pat- 
terns and reactions of many cases are reported in 
detail. 
graphic tracings and studies of the patient’s con- 
sciousness of self. The last chapters of the book 


These histories include electro-encephalo- 


are devoted to the consideration of the types of 
mental cases to which psychosurgery is applicable 
and a summation of results which are well justi- 
fied in selected cases. Some may object, and I 
believe have objected, to the term psychosurgery, 
but it seems to this reviewer as rational as the use 
in medicine of such older and accepted terms as 
psychopathology, psychobiology, and psychosomatic 
medicine. 

Freeman and Watts prefer 
tomy and feel that with lobotomy there is less loss 


lobotomy to lobec- 


of abilities than has been shown in some of the 
lobectomy cases. 

As compared with the results of such newer treat- 
ments. as insulin, metrazol, and electric shock, and 
drug-sleep treatments, no actual figures are available. 
Frontal lobotomy seems as a rule more effective in 
involution depression and in the older and more 
chronic anxiety states. It is fortunate that this report 
is made by two investigators, one a psychiatrist and 
one a neurosurgeon, for this is the combination 
which should be insisted upon. A great surgeon once 
said that the best surgeon was the one who knew 
when not to operate. This dictum applies especially 
to psychosurgery. 

Freeman and Watts 
their courage in introducing psychosurgery into this 


deserve great credit for 
country, for their improvements in the operation, 
for the studies of their results, for their stimula- 
tion of others to take up this work, and for the 
publication of this frank, instructive, and interest- 
ing book. 

“Psychosurgery” as a book is elaborately and 
excellently gotten up and profusely illustrated and 
deserves a place not only in every medicai library 
but on the private bookshelf of every neurologist, 
psychiatrist, and neurosurgeon. 

BEVERLY R. Tucker, M.D. 
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Editorials 


The Other Side 


ERHAPS some of the readers of the guest editorial written by Dr. J. Shelton Horsley 
and printed on the first page of this issue of the VirGINIA MEpIcAL MONTHLY will 


RAE 


a 

; feel that there is another side to the question raised by our distinguished contributor. 
q Oliver Wendell Holmes has. so well expressed this other view in the Professor at the 
, Breakfast Table that it may not be considered out of order to reproduce his words here: 
q “If you are making choice of a physician, be sure you get one, if possible, with a 


cheerful and serene countenance. A physician is not—at least ought not to be—an 


RS 


executioner; and a sentence of death on his face is as bad as a warrant for execution 
5 signed by the Governor. As a general rule, no man has a right to tell another by word 
or look that he is going to die. It may be necessary in some extreme cases; but as a 
rule, it is the last extreme of impertinence which one human being can offer to another. 
‘You have killed me,’ said a patient once to a physician who had rashly told him he 
was incurable. He ought to have lived six months, but he was dead in six weeks. If 
we will only let Nature and the God of Nature alone, persons will commonly learn 
their condition as early as they ought to know it, and not be cheated out of their natural 
birthright of hope of recovery, which is intended to accompany sick people as long 
as life is comfortable, and is graciously replaced by the hope of heaven, or at least of 


rest, when life has become a burden which the bearer is ready to let fall.” 


The S. M. A. 


HEN the Southern Medical Association opens its annual meeting on November 

9, 1942, in Richmond under the presidency of Dr. M. Pinson Neal, pathologist 

of Columbia, Missouri, and distinguished alumnus of the Medical College of Virginia, 
it will be gathering for the third time in its history in the capital of our State. 

It has now been thirty-six years since Dr. G. C. Savage of Nashville, Tennessee, 

persuaded the Tri-State Medical Society of Georgia, Alabama and Tennessee to dis- 











bo 





VirGiNIA MEDICAL MoNTHLY 


solve in the interest of a larger and more comprehensive, non-political and purely 
scientific society, devoted particularly to problems peculiar to the South and made up 
of physicians residing in all the sixteen Southern states and the District of Columbia. 
During these three and one-half decades the Southern Medical Association which re- 
sulted from this action has enjoyed phenomenal growth. From an initial membership 


_of several hundred, its membership now numbers nearly eight thousand. From the 


three sections which constituted the organization at its first meeting, it has expanded 
to twenty-one sections. Next to the American Medical Association it is the largest 
medical society in the United States. 

Its officers consist of a president, a president-elect, a vice-president, a secretary- 
manager, an editor and an associate editor. Three Virginians have held the presidency 
of the Association: Dr. Stuart McGuire in 1914, Dr. J. Shelton Horsley in 1927, and 
Dr. Fred M. Hodges in 1936. The Council of seventeen members is representative of 
each of the sixteen component states and the District of Columbia. Councillors from 
Virginia have been Drs. Stuart McGuire, J. Shelton Horsley, Ennion G. Williams, 
Hugh H. Trout, Lawrence T. Royster, Alfred L. Gray, R. Finley Gayle and Thomas 
W. Murrell. The Association functions also through an executive committee of three, 
selected from the Council, and through a Board of Trustees composed of the six most 
recent ex-presidents. The Woman’s Auxiliary of the Association plays an important 
role in its organization. 

The importance of the Southern Medical Association is increased by the fact that 
six other medical societies meet concurrently with it and bring to its gatherings many 
eminent specialists. The American Public Health Association, Southern Branch; the 
National Malaria Society; the American Society of Tropical Medicine; the American 
Academy of Pediatrics, Region 2, and the Women Physicians of the Southern Medical 
Association all meet at the same time and place as does the Southern Medical itself. 

Although the Southern Medical Association was organized to avoid politics, dis- 
claimed all legislative functions and had no direct affiliation with any state medical 
society or with the American Medical Association, and although it proposed to serve 
as a forum for young physicians of the South who had not attained the recognition 
necessary to assure their appearance on programs of national organizations, and although 
its intentions were to emphasize problems and subjects of discussion which have a 
Southern flavor, it soon found itself weilding great influence and attracting nationwide 
attention. Many papers were presented before it which were of more than regional 
interest. It is now generally recognized that some of the best scientific material in the 
field of medicine is reported before its meetings. To suggest its importance in the de- 
velopment of medical thought it is necessary to recall only the fact that Bliss and Long 
reported their experimental and clinical observations concerning Prontosil, Prontosil S 
and para amino benzene sulfonamide at the Baltimore meeting of the Association, 
November 17, 1936. 


On Reading the Selective Service’s Physical Rehabilitation Communication 
With Special Reference to the Fees Contained Therein 

HE doctors of Virginia were recently circularized by the State Headquarters for the 

Selective Service in connection with the physical rehabilitation of registrants who 
have correctable defects and who, with proper treatment, may ultimately be inducted 
into the armed forces of the United States. This rehabilitation is, of course, a laudable 
undertaking and one in which the physicians of the State will heartily cooperate. 

As serious as the situation is we cannot help sensing the ripple of unprofessional 


amusement that has broken over the profession on perusal of the fees mentioned and. 
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the services for which they will be paid. It has been suggested that the line of otologists 
should form on the right and not push so, since it has been stated that Uncle Sam will 
pay $5.00 for the removal of wax from one of his nephew’s ears, or $10.00 for remoy- 
ing same from two of the same nephew’s ears. Perhaps from now on in the family of 
Inspissated Cerumen there will be an epidemic of twins. It is thought that the skin 
man, no longer pleasantly occupied with clearing My Lady’s complexion because she 
now finds cosmetics too dear for experiment, and for the duration has returned to good 
old soap and water over her malar bones, will be glad to occupy himself less glamor- 
ously and less happily with freeing the more uncouth male patient of pediculosis for 
$20.00, but will wonder why he will get only $10.00 for ridding a companion registrant 
of scabies. The allergist who has been busy desensitizing his farmer patients to con- 
crete sidewalks and his city dwellers to alfalfa will awake with a cry of pain to find his 
pets, the allergic dermatoses, classified with the “mild and infrequent” affections of the 
skin. He will want to be induced to ‘moderate hay fever’? and will wonder why he is 
given from one to two months to cure it, at from $25.00 to $50.00. If this term signifies 
seasonal hay fever he is a little anxious as to who is to supply the extracts and what 
his patient will do next year when his sneezles and wheezles catch him in a carefully 
camouflaged fox hole opposite some Jap. And all the medical fraternity will ask in 
chorus why “deficient chest expansion” falls in the domain of medicine rather than in 
the field of calisthenics set up by some fair haired boy, and how the fee of $25.00 for 
its correction was arrived at. Most of the graying gentlemen who follow in Aescu- 
lapius’s train would pay much more to achieve a shift of protuberance from their 
nether to their upper regions. 

But never mind our snickers, Uncle Sam. We are all yours, yours to command. 
If you pay us too much we will hasten to buy Victory Bonds, and that will be pretty 
patriotic of us, for the Ides of March is not long past and that was a bad day for some 
of us. And if you don’t pay us enough, we can’t kick. We've heard Hitler doesn’t 
pay anybody anything in Germany. 


Neuroanatomy 

By Fred A. Mettler, A.M., M.D., Ph.D., (St. Louis, The C. V. Mosby Company, 
1942) from the Department of Neurology of the College of Physicians and Surgeons, 
New York City, has just appeared. It naturally calls to mind other works on the 
nervous system that have come out of this department: M. Allen Starr’s text of the 
early 1900’s, Frederick Tilney’s great work on the brain and Wechsler’s Clinical 
Neurology. The monograph before us is a well printed and well illustrated text pre- 
pared primarily for medical students. It gives, therefore, only such information as 
the author believes necessary for the student’s needs, but it is sufficiently compre- 
hensive to be a distinctly useful addition to the average physician’s library. 


Medical Legislation Considered by the Last General Assembly of Virginia 
HE General Assembly of Virginia, when it adjourned a few days ago in Richmond, 
left a record none too friendly toward the medical profession. The story is 

best told in the bills themselves. Every doctor should read them and note their 

fate in the hands of our representatives. 
SENATE JOINT RESOLUTION No. 22 

Directing the Virginia Advisory Legislative Council to make a study and report 

on the advisability of abolishing the office of coroner and transferring the duties 

of the office to medical examiners and law enforcement officers. 





to 


to 


VIRGINIA MEDICAL MONTHLY 


Whereas, there is an increasing dissatisfaction with the laws of Virginia under which 
medical examinations in cases of death under questionable or suspicious circumstances are 
made under the direction of coroners who have had little if any training and experience in 
pathology and toxicology, and who have no adequate laboratory equipment to ascertain the 
causes of such deaths; and 

Whereas, in many States the scientific determination of the causes of such deaths, and 
the medico-legal questions which arise in such cases, are handled by a chief medical 
examiner with central laboratory facilities, and by regional or district examiners who are 
either located in cities or towns where adequate laboratories are available or are furnished 
with traveling laboratory units for use in emergencies, but there may be doubt as to the 
effectiveness of such a system in a State that is largely rural; and 

Whereas, the importance of this matter warrants a careful study before any drastic 
change is made in its present system; now therefore, be it 

Resolved by the Senate of Virginia, the House of Delegates concurring, as follows: 

Section 1. The Virginia Advisory Legislative Council is hereby authorized and directed 
to make a thorough investigation and study of the present system under which coroners are 
charged with duties relating to the enforcement of the criminal statutes and with other duties 
which require scientific training and laboratory facilities, and to report on the advisability 
of abolishing the office of coroner, and transferring to persons trained in pathology and toxico- 
logy all questions with respect to the scientific determination of the cause of deaths under 
suspicious circumstances, and to regularly constituted law enforcement officers all matters relat- 
ing to the enforcement of the criminal statutes. In making its study the Commission shall 
survey the laws and practices of other States and such other matters as it may deem requisite 
to enable it to formulate sound and adequate proposals for improvement in the existing plan, 
or for the substitution of a new and different system. In its investigation it shall avail itself 
of the assistance of the State Health Commissioner, and of any committee which may be 
appointed by the Medical Society of Virginia for such purpose. 

Section 3. The Council shall submit to the Governor and the General Assembly at least 
thirty days prior to the next regular session of the General Assembly a report of its findings 
and recommendations, together with any suggested legislation necessary to carry such recom- 
mendations into effect. 


Comment: 

Senate Joint Resolution No. 22, directing the Virginia Advisory Legislative 
Council to make a study and report on the advisability of abolishing the office of 
coroner and transferring the duties of the office to medical examiners and law en- 
forcement officers, was prepared by counsel for the Society, and presented to the 
Senate by Dr. W. C. Caudill, of Pearisburg, who represents the 19th Senatorial Dis- 
trict. This resolution was finally adopted by the General Assembly. Under its pro- 
visions the Legislative Advisory Council is directed to avail itself of the assistance 
of any committee which may be appointed by the Medical Society of Virginia for 
the purpose, and such a committee will doubtless be appointed at an early date. 

House Joint RESOLUTION No. 22 
To provide a commission for a study of matters pertaining to the right to practice 


the healing art in Virginia. 


Resolved by the House of Delegates, the Senate concurring, That there be, and hereby 
is, created a commission to be composed of seven members, two to be appointed by the President 
of the Senate from the members of the Senate, three by the Speaker of the House of Delegates 
from the members of the House, and two by the Governor. It shall be the duty of the com- 
mission to make inquiry into and investigation of a comprehensive plan for examining and 
licensing all persons seeking to practice any branch of the healing art in this State, and for 
effective means of preventing unqualified persons from practicing any branch of the healing 
art in the State. 

The commission shall make a report of its findings, together with such recommendations 
as are deemed proper to make, to the General Assembly, at least sixty days before the con- 
vening of the next regular session of the General Assembly. 
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The members of the commission, other than State employees, shall receive five dollars per 
day for their services, together with their actual expenses; and State employees, should there 
be such, shall receive their actual expenses incurred in the performance of their duties here- 
under; for the payment of which, and for such clerical or other assistance as they may deem 
necessary or proper to be employed, there is hereby appropriated a sum sufficient, not to exceed 
two thousand dollars, to be paid out of the contingent fund of the General Assembly. 


Comment: 

This resolution was adopted by the General Assembly by an almost unanimous 
vote, the size of ‘the vote indicating the interest of that body in a plan whereby 
some order may be brought out of present chaotic conditions. 

The members of the Commission will doubtless be appointed in the near future. 
The Medical Society of Virginia should be ready at all times to render every possible 
assistance to the commission, and to co-operate with it in formulating such changes 
as may be necessary in the present Medical Practice Act. It might be wise if a 
special committee of the Medical Society of Virginia was appointed to advise with 
the legislative committee and strengthen its hand when it is called before the Com- 
mission for expressions of opinion. 


SENATE BiLi No. 110 


To amend and re-enact Section 1616 of the) Code of Virginia, as heretofore amended, 
relating to the compensation and expenses of the State Board of Medical Examiners. 


Be it enacted by the General Assembly of Virginia, That section sixteen hundred and 
sixteen of the Code of Virginia, as heretofore amended, be amended and re-enacted, as follows: 

Section 1616. Disposition of Funds; Compensation and Expenses of Board; How Paid.— 
The funds realized from all fees collected by the board shall be accounted for and shall be 
paid into the State Treasury. Eech member of the board, except the secretary, shall receive 
ten dollars for each day actually employed in the discharge of his official duties, together with 
all necessary expenses incurred. The secretary of the board shall receive, in addition to 
necessary expenses, an annual salary, to be fixed by the board, not exceeding fifteen hundred 
dollars. The compensation and expenses of the members, and the necessary expenses of the 
board shall be paid out of the State treasury, on a requisition signed by the president and 
secretary of the board, and upon the warrant of the comptroller. 


Comment: 
Passed by both houses and signed by the Governor. 


SENATE BILL No. 189 


To amend the Code of Virginia by adding a new section numbered 1615-a, autho- 
rizing the State Board of Medical Examiners to admit to examinations given 
by such board, applicants otherwise qualified who have completed the pre- 
scribed courses in not less than thirty-two months. 


Be it enacted by the General Assembly of Virginia, That the Code of Virginia be amended 
by adding a new section numbered sixteen hundred and fifteen-a, as follows: 

Section 1615-a. On and after the effective date of this act, the State Board of Medical 
Examiners shall admit to the examination prescribed by section sixteen hundred and fifteen of 
the Code of Virginia, all applicants otherwise qualified who have completed in not less than 
thirty-two months the four courses of at least eight months each required by subsection (d) 
of section sixteen hundred and fifteen of the Code of Virginia. 


Comment: 
Passed by both houses and signed by the Governor. 
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House Brit No. 51 


To amend the Code of Virginia by adding a new section, numbered 1622-a, pro- 
hibiting the practice of medicine in any of its branches in the State of Vir- 
ginia, with certain exceptions, without a valid unrevoked and duly recorded 
certificate or license authorizing such practice issued by the State Board of 
Medical Examiners. 

Be it enacted by the General Assembly of Virginia, That the Code of Virginia be 
amended by adding a new section, numbered sixteen hundred and twenty-two-a, as follows: 

Section 1622-a. Except as otherwise provided in section sixteen hundred and eighteen of 
this chapter, no person shall practice medicine in any of its branches in the State of Virginia 
without a valid, unrevoked certificate or license authorizing such practice issued by the State 

Board of Medical Examiners and duly recorded as required by section sixteen hundred and 

twelve of this chapter. 


Comment: 

House Bill. No. 51 was introduced in the House of Delegates by Mr. Preston 
Collins at the request of the Committee on Legislation, and was referred to the 
Committee on General Laws of the House. Before the bill was acted upon by the 
Committee, Mr. Collins, at the request of the Attorney General, introduced House 
Bill No. 166 which had the same general purpose, namely, to insert in the Medical 
Practice Act express language making unlicensed practice unlawful. The committee, at 
the request of counsel for the Society, amended House Bill No. 166 to conform 
to the provisions of House Bill No. 51, and then rejected the latter and reported 
the amended bill favorably, placing it on the calendar of the House for considera- 
tion by the whole body. 


House Brrt No. 166 


To amend the Code of Virginia by adding a new section thereto numbered section 
1612-a prohibiting as unlawful the practice of medicine in Virginia without 
obtaining from the Board of Medical Examiners for the State of Virginia the 
certificate provided for by chapter 68 of the Code of Virginia, and presenting 
same for registration and recordation to the clerk of the court as required by 
said chapter. 


Be it enacted by the General Assembly of Virginia, That it shall be unlawful for any 
person to engage in the practice of medicine in Virginia, as defined in section sixteen hundred 
and twenty-two of the Code of Virginia, without first having obtained from the Board of 
Medical Examiners of the State of Virginia the license or certificate provided for by chapter 
sixty-eight of the Code of Virginia, and without first having presented said license or cer- 
tificate to the clerk of the court for registration and recordation as provided in section six- 
teen hundred and twelve of the Code of Virginia. Any persons violating this section shall be 
punished as provided in section sixteen hundred and twenty-three of the Code of Virginia. 


An emergency existing this act shall be in force from its passage. 


Comment: 


House Bill No. 166, which passed the House of Delegates by a vote of 59 to 
30 after a number of undesirable amendments had been defeated by a very close 
margin, was then referred to the General Laws Committee of the Senate. On the 
advice of supporters of the bill in the House it was deemed wise for the Medical 
Society not to participate in the public hearing, leaving the bill to be presented 
by its patron, Mr. L. Preston Collins, as a necessary addition to the existing law 
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prepared and recommended by the Attorney General. Mr. Collins made a splendid 
presentation of the matter, but the opposition appeared in great force, backed up 
by letters, petitions, and telegrams, with the result that the Committee, with the ex- 
ception of one man, voted to pass the bill by indefinitely. In the usual course this 
would have ended the fight, but through the intervention of the Governor a further 
hearing was had, after which the Committee voted 6 to 5 to report the bill favor- 
ably. However, Senator H. B. Mosely of Brunswick County, Chairman of the 
Committee, declined to report the bill to the Senate for consideration, and under an 
unwritten law of the Senate that body could not discharge the Committee and place 
the bill on the calendar for consideration without the consent of the Committee Chair- 
man. The unfortunate result was that the opposition of one Senator prevented the 
possible passage of the bill by the Senate upon which it would have become law. 
However, it should be added that the Senate as a whole was far from feeling in com- 
plete accord with the position of the Medical Society, and it was a great relief to 
a number of Senators not to go on record on the passage of this bill. Under dif- 
ferent circumstances it is probable that the action of one man could not have pre- 
vented a consideration of the bill on the floor of the Senate. 


HousE Briu No. 52 


To amend the Code of Virginia by adding a new section, numbered 1623-a, autho- 
rizing the use of injunctions to prevent the practice of medicine in any of tts 
branches in the State of Virginia without a valid, unrevoked and duly recorded 
certificate or license authorizing such practice issued by the State Board of Medi- 
cal Examiners, and prescribing jurisdiction and procedure. 


Be it enacted by the General Assembly of Virginia, That the Code of Virginia be amended 
by adding a new section, numbered sixteen hundred and twenty-three-a, as follows: 

Section 1623a. The courts of record of the Commonwealth having chancery jurisdiction 
are hereby vested with jurisdiction and power to grant injunctions to enjoin and restrain any 
person from practicing medicine in any of its branches in the State of Virginia without a 
valid, unrevoked certificate or license authorizing such practice issued by the State Board of 
Medical Examiners and duly recorded as required by section sixteen hundred and twelve 
of this chapter. 

A suit for the purpose of obtaining such an injunction may be brought by the State Board 
of Medical Examiners, by any member of the said Board, by the attorney for the Common- 
wealth for the county or city in which the suit is instituted, or by one or more duly licensed 
practitioners of medicine in any of its branches on behalf of himself or themselves and others 
similarly situated. Jurisdiction and procedure shall be the same as in other injunction suits 
except that it shall not be necessary to allege or prove that any person has been or is being 
injured by the unauthorized practice complained of, or that the remedy at law is inadequate. 
No injunction shall be awarded under this section until a hearing has been had upon the 
merits, and no bond shall be required as a condition to the going into effect of any injunction 
so awarded. The remedy by injunction hereby given is in addition to and not ip lieu of 
criminal prosecution and punishment provided for by other sections of this chapter. 


Comment: 


House Bill No. 52 attached was prepared by counsel for the Society and was 
introduced in the House of Delegates by Mr. Preston Collins at the request of the 
Committee on Legislation. It was referred to the Committee on General Laws of the 
House, and unfortunately but by reason of matters beyond the control of its spon- 
sors, was set for a public hearing along with a bill setting up a chiropractic board 
to license chiropractors now practicing in Virginia. The hearing brought forth nearly 
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every chiropractor, naturopath, and physiotherapist in Virginia, as well as members 
of many other cults. At the same time the Committee members were deluged with 
letters and petitions urging that the bill (permitting the use of injunctions to restrain 


.unlicensed practice) be killed. The Committee on Legislation made a splendid fight 


for this bill, both prior to the meeting of the General Assembly and during the ses- 
sion, and had a number of prominent physicians at the hearing to present its views. 
Its efforts were unsuccessful, however, and the bill was killed by the Committee 
on General Laws. Fortunately, the chiropractors’ bili, the most vicious one intro- 
duced up to this time, was likewise killed in the same Committee. 


House Britt No. 195* 


Providing for the creation, establishment and appointment of a Board of Chiro- 
practic Examiners, and defining its powers and duties; defining chiropractic; 
regulating the practice of chiropractic; providing for the issuance and revoca- 
tion of certificates to chiropractors within the Commonwealth of Virginia; ap- 
propriating funds for purposes of this act; providing penalties for violations 
of this act; and repealing all acts or parts of acts inconsistent or in conflict 
herewith. 


Be it enacted by the General Assembly of Virginia, as follows: 

Section 1. Requiring a certificate—It shall hereafter be unlawful for any person to 
practice chiropractic in this Commonwealth unless said person shall first obtain a certificate 
to practice chiropractic pursuant to the provisions of this act. 

Section 2. Definition of chiropractic—Chiropractic is hereby defined to be the adjust- 
ment of the twenty-four movable vertebrae of the spinal column and other articulations, and 
assisting nature, for the purpose of facilitating the transmission of nerve energy. The licensee 
may use such methods as taught by chiropractic schools and colleges to further assist nature 
in establishing the normal transmission of nerve energy. It shall not include the use of 
operative surgery, obstetrics, osteopathy, nor the administration or prescribing of any drug or 
medicine. A certificate to practice chiropractic granted by the said Board of Examiners 
hereinafter created shall confer upon the licensee the right to practice chiropractic, to use such 
other sanitary and hygienic measures as may be incident to such practice, and to use the title 
“Doctor” or “Dr.” in connection with his name when accompanied by the word “chiropractor” 
or the letters “D.C.” in connection with his name, provided, however, that failure to renew 
the certificate within ninety (90) days after the first day of July of each year as hereinafter 
provided shall automatically suspend the right of any holder thereof to practice chiropractic, 
and failure to renew the certificate three (3) years shall operate as revocation of the right 
to such certificate. 

Section 3. Board—The Board shall be composed of three (3) persons of integrity and 
learning in chiropractic and duly certificated, and who shall have been practicing chiropractic 
in the Commonwealth of Virginia for a period of at least three (3) years next prior to their 
appointment as members of the Board. 

Section 4+. Board; how and when appointed.—The Governor within thirty (30) days 
after the date upon which this act takes effect, shall appoint three (3) chiropractors who shall 
each possess the qualifications specified in this act to constitute members of the Board. (The 
bill continues in an elaborate way to further define the powers and authority of the Board. 
It is not thought worth while to reproduce more of the text.) 


Comment : 

As usual the chiropractors offered an elaborate bill setting up a chiropractic 
examining board to examine and license chiropractors, under which bill all persons 
who could certify that they have been practicing chiropractic in Virginia for two 
years prior to the effective date of the act would be licensed without any examination. 


*We include this bill in order that the medical profession of Virginia may learn just what 
chiropractic is and what it is after. 


| April, 
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The bill was introduced in the House of Delegates by Messrs. Thomas M. Calhoun 
of Grayson County, George M. Warren of Bristol, and Albert O. Boschen of Richmond, 


and was referred to the Committee on General Laws of the House. At a public hearing 


had on this bill a large number of unlicensed chiropractors appeared, stating that 


they were authorized to speak for about ninety others who are practicing in Virginia 
without a license. Many letters, telegrams, and petitions urging the approval of the 
bill were filed with the Committee, and a good deal of support was obtained among 
the members. However, after full consideration, the bill was killed in the Committee. 


Department of Clinical and Medical Education 
of the 


Medical Society of Virginia 


Industrial Medicine. 

In cooperation with the Committee on Industrial 
Health of the Medical Socitey of Virginia, the 
Department of Clinical and Medical Education will 
be glad to assist component societies in offering post- 
graduate programs dealing with various phases of 
Industrial Medicine, Civilian Defense, and Mili- 
tary Medicine. The following is a list of proposed 
subjects for which speakers may now be obtained: 

1. A Medical Program for small Industries. 

2. Job Placement of the Worker. 

3. The State Health Department’s Program in 
Industrial Hygiene. 

4. Industrial Dermatoses. 

5. Handling of Eye Injuries. 

6. Supervision and Treatment of Cardiovascular 
Condition in Industry. 

7. Modern Burn Treatment. 

8. Syphilis in Industry and the Control. 

9. Traumatic Wounds—Infectious. 

10. Low Back Sprains—Industrial Back Cases. 

11. Circulatory Failure Associated with Trauma 
—Shock. 

12. Reductions of Fractures and Dislocations. 

13. Fractures and Injuries to the Hand and Wrist. 

14. The Physician’s Place in Industry. 

15. Medical Control of Industrial Exposure to 
Toxic Chemicals. Dr. John H. Foulger, Wilming- 
ton, Delaware. 

16. Pheumoconiosis. 


Dr. Fred J. Wampler, Chairman of the Commit- 
tee on Industrial Health, states that his Committee 
will assist in getting the best possible speakers 
for each program. The speakers will be obtained 
from the two medical schools in Virginia and from 
the field within Virginia and nearby states. 

Any component society wishing to prepare a pro- 
gram should select the topics it wishes discussed 
and request the Executive Secretary of the Depart- 
ment of Clinical and Medical Education to arrange 
for speakers. It is hoped that each society will in- 
clude topic Number 3 on its program in order to be- 
come familiar with services in Industrial Medicine 
which the State Department of Health offers. This 
topic can be covered in about ten minutes. Thus, 
it is possible to have two or three speakers on an 
afternoon or evening program. 

Topics 7, 11 and 13 are applicable to Civilian 
Defense and Military Medicine as well as Indus- 
trial Medicine, while Number 15 includes Aviation 
Medicine. 

The Clinch Valley Medical Society has arranged 
for a program on Industrial Health to be held at 
Norton on May 2nd. 


can be arranged for the spring or summer months. 


Programs for other societies 


The Executive Secretary will be glad to furnish 

further information about these programs and to 

assist component societies in organizing programs. 
GeorcE B. ZEHMER, 

Executive Secretary. 
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Societies 


The Diekenson-Buchanan County Medical 
Society 


Met at Grundy on February 18th under the presi- 
dency of Dr. J. C. Trivett of Page. After a dinner 
served at the hospital, the session was taken over 
principally for business discussions and the subject 
of purchasing Government Bonds and Stamps. Dr. 
P. J. Bundy gave a talk on What the Health Depart- 
ment of Buchanan is Doing in the Way of Defense 
Set-Up. 


At this meeting, Dr. George B. Panters of Rich- 
lands, Dr. Hal S. Johnson of Patterson, and Dr. 
Thornton Kell of Grundy were elected to member- 
ship. 

T. C. SUTHERLAND, Secretary. 


The Fourth District and Southside Medical 
Society. 


Held its regular meeting in Drewryville on March 
10th under the presidency of Dr. J. B. Kiser of 
Emporia. 


The program was as follows: The Medical Pro- 
fession in Relation to the Present National Emer- 
gency by Dr. Leroy Smith, Franklin; Reflex Anuria 
with Case Report by Drs. H. C. Jones, Petersburg, 
and W. M: Phipps, Hopewell; The Treatment of 
Nasal Sinus Disease by Dr. Morgan B. Raiford, 
Franklin, with discussion by Dr. Pete N. Pastore, 
Richmond; Diffuse Lipomatosis by Dr. C. I. Pirkle, 
Petersburg; Adiposis Dolorosa by Dr. Edith I. Mil- 
ler, Petersburg; and New Developments in the Man- 
agement of Acute Appendicitis by Dr. Herbert Lee, 
Richmond. 


Following this a subscription dinner was held in 
the Home Economics Building of the High School. 


At the business session, it was voted to suspend 
the by-laws so that the Society might hold its next 


meeting at the Federal Reformatory, about five miles 
out of Petersburg on the Hopewell road. New mem- 
bers elected were Dr. Morris Binder of the Federal 
Reformatory Medical Department, Petersburg, and 
Dr. Paul Camp, Richmond. 

F. N. Taytor, Recording Secretary. 


Section of History of Medicine, Richmond 
Academy of Medicine. 


The annual dinner meeting of this Section was 
held on March 10th, under the chairmanship of Dr. 
M. P. Rucker. The following program was pre- 
sented: The Doctor Looks at Falstaff by Dr. Walter 
E. Vest, Huntington, W. Va., and Medicine in the 
Poems of Chaucer by Dr. George W. Corner, Balti- 
more. 


Dr. W. Lowndes Peple was elected chairman; Dr. 
H. J. Warthen, vice-chairman; and Dr. Charles L. 
Outland, secretary-treasurer. 


Roanoke Academy of Medicine. 


At the regular meeting on March 2nd, the follow- 
ing program was presented: Lesions of Intervertebral 
Disc by Dr. Gayle Crutchfield, University; Surgical 
Shock and Blood Substitutes by Dr. Edwin P. Leh- 
man, University; and Some Recent Studies on Cancer 
by Dr. J. Shelton Horsley, Richmond. 


Dr. M. H. Williams is president of the Academy 
and Dr. H. B. Stone, Jr., secretary-treasurer. 


Rockingham County Medical Society. 


Officers of this society elected at its last annual 
meeting are: President, Dr. N. M. Canter, Harrison- 
burg; vice-president, Dr. Ernest Miller, Elkton; and 
secretary-treasurer, Dr. Thomas Scarlett, Harrison- 
burg. This society meets quarterly, on the second 
Monday night in February, May, August and 
November. 
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Roanoke—Convention City 


Medical Society of Virginia 


October 5, 6, and 7, 1942 


October is one of the most delightful months of 
the year in which to visit Roanoke, the Medical 
Center of Southwest Virginia. There is “Magic” in 
the Blue Ridge Mountains that produces achieve- 
ment, happiness, rest and contentment. 

In 1825 


sisted of two frame buildings. Later, having grown 


Roanoke, then called Gainsboro, con- 


into a village with two churches, several stores and 
a blacksmith shop, the name was changed to Old 
Lick. Another town, under the name of Big Lick, 
was promoted at this site in 1834, and in 1880 
the Federal Census gave Big Lick a population of 
669. In 1882 the Shenandoah Valley Railroad con- 
nected with the Norfolk and Western at Big Lick, 
and the name of the town was changed to Roanoke; 
from then until the present time the city has indeed 
been magic in its growth. In 1882, and every year 
since, the Norfolk and Western Railway Company, 
with its own remarkable growth, has provided a 
great stimulus to the growth and prosperity of the 
city of Roanoke. 

Roanoke now boasts 170 industries and 11 util- 
ity companies, with an approximate net payroll of 
$29,350,175.66. Roanoke has 1,128 hotel rooms, 850 
Here 
are located 109 churches, 19 parks and 11 play- 


of which are in three magnificent hostelries. 


grounds. There are 6 local hospitals, also a large 
U. S. Veterans Facility. 
district are Roanoke College and Hollins College. 


Within the metropolitan 


Numerous fine residences enhance the beauty of 
the city and its suburbs. 

Roanoke has two great trunk line railroads, the 
Norfolk and Western and the Virginian, with 93 
(average) freight trains and 42 passenger trains 
daily in and out of the city. American Airliner 
planes make daily stops, northbound and south- 
bound, at Woodrum Field, four and a half miles 
from the center of the city. This airport has an 


acreage of 352.31 acres. 


The metropolitan population (1940 census) is 
110,593, and the trade territory of 15,530 square 
miles has a population of 1,159,171. 

Roanoke, with an elevation of 1000 feet above 
sea level, has an enviable climate, and makes an 
ideal headquarters from which to visit innumerable 
natural wonders of unparalleled scenic beauty. 

In the beautiful valley, nestled between the noble 
Blue Ridge and Alleghany Mountains, in which 
Roanoke is located, are three eighteen-hole golf 
courses, the Roanoke Country Club, and the Blue 
Hills and Monterey Golf Courses. 


courses are 


These golf 
maintained in condition 


throughout the year. Non-resident guest cards may 


excellent 


be secured through the hotels. 

Time and space will not permit further narration 
of the attractions of this charming section of Vir- 
ginia, 

Make your plans to be with us in Roanoke and 
we will make our plans to welcome and entertain 
you. So come, you tired doctors, pursue your weary 
way to Roanoke, the “Magic City”, and here get 
the recreation and pleasures that await you! You 
are always certain of a cordial welcome when you 
come to Roanoke! 

This city of your 1942 meeting is the heart of a 
land of flourishing industries and of phenominal 
commercial and recreational potentialities. Roanoke 
is the center of a region which has done much to 
make Virginia truly “The Beckoning Land”. 


ROANOKE COMMITTEE OF ARRANGEMENTS 
General Chairman—Dr. W. L. Powe. 
Entertainment—Dr. A. M. GROSELOSE 
Halls and Hotels—Dr. Grorce S. Hurt 
Commercial Exhibits—Dr. F. A. FARMER 
Scientific Exhibits—Dr. W. W. S. BUTLER 
Automobiles—Dr. ALLEN BARKER 
Publicity—Dr. M. A. JOHNSON, JR. 
Ladies—Mrs. M. H. WILt1amMs 
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HOTELS 


Hore. PATRICK HENRY 








250 rooms 


ARTHUR B. Moony, Manager 


HoTet PoNcE DE LEON 





200 rooms 


GARLAND W. MILLER, Manager 


Horet ROANOKE 


en ee 





325 rooms 


KENNETH R. Hype, General Manager 
GeorGE L. DENISON, Resident Manager 


RATES 


Hore. Patrick HENRY: 


Single rooms ___________ $2.50-$3.00-$3.50-$4.00 


Corners __._______- at $5.00 
Twin bedded rooms ae ___. $5.00-$6.00-$7.00 
Corners _____ $8.00 


Hore. PONCE DE LEON: 
Single rooms : 


sa $2.00-$2.50-$3.00 
Twin bedded rooms 


___. $4.00-$5.00-$6.00 


HotTeL ROANOKE: 


Non-Air-conditioned single rooms 
Air-conditioned single rooms_ 


_. $2.50-$3.00-$3.50 
____ $3.50-$4.00-$4.50 


Corners Ses ____ $5.00 
Non-Air-conditioned twin bedded rooms___$5.00-$6.00 
Air-conditioned twin bedded rooms_______-$6.00-$7.00 

Corners __ $8.00 


The committee will be glad to assist those who may 
prefer accommodations in private homes. 


News 


The Virginia Society of Otolaryngology and 

Ophthalmology 

Will hold its regular annual meeting in Staunton, 
on Saturday, May the 16th. Guest speakers at this 
time will be Dr. John M. McLean of New York and 
Dr. Francis E. Le Jeune of New Orleans. Dr. Mor- 
timer H. Williams of Roanoke is president; Dr. 
Guy R. Fisher of Staunton, vice-president; and Dr. 
Meade Edmunds of Petersburg, secretary-treasurer. 


Chicago Selected for 1942 Clinical Congress, 
American College of Surgeons. 
Because of the war, the thirty-second annual 
Clinical Congress of the American College of Sur- 


geons will be held in Chicago, October 19 to 23, in- 
stead of in Los Angeles as originally planned. Head- 
quarters will be at the Stevens Hotel. The twenty- 
fifth annual Hospital Standardization Conference 
sponsored by the College will be held simultaneously. 
The programs of both meetings will be based chiefly 
on wartime activities as they affect surgeons and hos- 
pital personnel in military and civilian service. 


News From University of Virginia, Depart- 
ment of Medicine. 
Motion pictures from the Lederle Film Library 
were shown in the Amphitheatre of the University 
of Virginia Medical School on February 23rd. The 
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films shown were ‘“Pernicious Anemia”, ‘‘Pneu- 
monia—Diagnosis and Treatment”, and “Post- 


Encephalitic Parkinsonism”. 


On February 24th Dr. Gayle Crutchfield presented 
a paper at the meeting of the Tri-State Medical 
Association in Greenville, S. C. 
“Lesions of the Intervertebral Disc, with Particular 
Reference to their Atypical Manifestations”. On 


His subject was 


March 2nd he spoke before the Roanoke Academy 
of Medicine on “Diagnosis and Treatment of Lesions 
of the Intervertebral Disc’. 


Dr. Edwin P. Lehman spoke before the Institute 
of the Virginia Cancer Foundation at its meeting 
in Roanoke, on March 2nd. His subject was “The 


Incurable Cancer Patient in Virginia”’. 


The Virginia Urological Society held its annual 
meeting at the University of Virginia Hospital on 
Thursday, March-5th. The following members of 
the Hospital Staff presented papers before the meet- 
ing: Dr. Charles L. Prince, on the subject “Unusual 
Neoplasms of the Genito-Urinary Tract’; Dr. Edgar 
W. Kirby, Jr., on the subject “Results of Prostatic 
Small Prostate’; Dr. 
Barelare, Jr., on the subject “Experimental Surgery 
of the Kidney: A New Method of Nephrotomy 
Closure’; Dr. Leon R. 


“Spontaneous Perinephric Hemorrhage”; Dr. Charles 


Resection on the Bruno 


Culbertson, on the subject 
L. Prince, on the subject “Carcinoma of the Pros- 
tate”’; 


plantation of the Ureters”’. 


Dr. Samuel A. Vest, on the subject ‘““Trans- 
There was also a presen- 
tation of unusual cases by Dr. Vest and Staff. Dr. 
Linwood D. Keyser, President of the Society, spoke 
before the meeting on “Hormone Treatment of the 
Prostate”, and Dr. William M. Coppridge, guest 


speaker, of Durham, N. C. addressed the Society. 


On March 3th the Albemarle County Medical 
Society held its monthly meeting and dinner at the 
Farmington Country Club. Dr. William P. Herbst, 
of Washington, D. C., 


ginia 


who was attending the Vir- 


Urological Society meeting, addressed the 


group. 


Dr. E. P. Lehman addressed the Kanawha County 
Medical Society, which met in Charleston, West 
Virginia, on March 10th. His subject was “Surgical 
Shock and Blood Substitutes’’. 
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Medical College of Virginia News. 

Dr. C. C. Coleman, professor of neurological sur- 
gery, conducted a symposium on War Wounds of the 
Skull at a meeting of the American College of Sur- 
geons in Atlanta, Georgia, March 18, and one at 
Durham, North Carolina, on March 23. 


Dr. I. A. Bigger, professor of surgery, spoke re- 
cently to the Berks County Medical Society at Read- 
ing, Pennsylvania, on Wounds of the Larger Peri- 
pheral Arteries. 


Dr. Maxwell Berry, recently of the Mayo Clinic 
staff, has joined the faculty of the college as associate 
in medicine. 


Dr. Harry Walker, associate professor of medi- 
cine, attended a symposium on chemical warfare at 
the Kettering Laboratories of the University of 


Cincinnati for a week’s study last month. 


Dr. J. B. Youmans, Dr. Virgil P. Sydenstricker, 
Dr. D. W. Richards, Dr. J. M. Carlisle, Dr. Gus 
Tucker, Dr. G. W. Korner, and Dr. Walter E. Vest 


were recent college visitors. 


The college will begin its accelerated program for 
the session 1942-43 on July 6. Classes will be con- 
ducted on a quarter basis, each quarter of eleven 
weeks, with a two weeks’ vacation period between 
quarters, graduating students in medicine, dentistry, 
and pharmacy in three years instead of four years. 


Dr. Harvey B. Haag, professor of pharmacology, 
Dr. Paul S. Larson, research associate in pharma- 
cology, Dr. Ernst Fischer, associate professor of 
physiology, Dr. J. H. Weatherby, research associate 
in pharmacology, and Dr. Clair R. Spealman, asso- 
ciate in physiology, will attend the annual meeting 
of the Federation of American Societies for Experi- 
mental Biology convening in Boston on April 1. ‘Dr. 
Haag, Dr. Weatherby and Dr. Larson are taking 


part in the program. 


Dr. Rolland J. 


repesented the college at a conference on nutrition, 


Main, professor of physiology, 


a part of a nation-wide program, at Hampton Insti- 
tute on March 20-21. 


Dr. Everett I. Evans, associate in surgery, led the 
panel discussion on the treatment of burns at the 
meeting of the American College of Surgeons in 
Jacksonville, Florida, on March 20, and one at 
Durham, North Carolina, on March 23. 
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Graduate Course in Industrial Hygiene and 

Medicine. 

Realizing the importance of some special train- 
ing for physicians who are going into the field of 
industrial medicine, the Medical College of Virginia, 
in cooperation with several industrial organizations, 
is offering practical intensive courses of one, two 
or three months’ duration in industrial hygiene and 
medicine for physicians. 

The tuition for this course will be $50.00 for the 
first month and $25.00 for each succeeding month. 
As no more than four students can be accommodated 
at a time, application for instruction should be made 
promptly to the dean of the school of medicine or 
the professor of preventive medicine, Medical Col- 
lege of Virginia, Richmond. 


Dr. William B. Porter, 

Professor of Medicine, Medical College of Vir- 
ginia, Richmond, was the principal speaker at the 
recent annual initiation ceremonies of the Alpha 
Omega Alpha, honorary medical fraternity, at Tu- 
lane University, New Orleans, La. His subject was 
“The Heart Changes and Physiologic Adjustments 
in Chronic Anemia”. 


Dr. Lewis M. Allen, 

Winchester, has been elected president of the 
Farmers and Merchants National Bank and Trust 
Company of that city, filling a vacancy caused by 
the death of John M. Steck. 


Dr. Stuart McGuire, 

Richmond, was again named honorary comman- 
der of the veterans’ association, Base Hospital No. 
45, known locally as McGuire Unit, at its annual 
meeting on February 28. 


Married. 

Miss Ann Page Walker of Hanover County and 
Dr. Edmund Moseley LaPrade, Richmond, Feb- 
ruary 28th. He is a graduate of the Medical Col- 
lege of Virginia in 1935. 

Miss Elizabeth Grover, Lusby, Md., and Lieu- 
tenant Herbert Grayson Ruffin, M. C., Ft. Meade, 
Md., February 21st. Lieutenant Grayson is a gradu- 
ate of the Medical College of Virginia in 1938 and 
was located at Arvonia before entering the service. 

Miss Sarah Lotta Bagwell, Onancock, and Dr. 
Harry LeCato Smith, Jr., Charlottesville, March 7th. 
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He received his medical degree from the University 
of Virginia in 1937. 


Design for Emblem of American Psychiatric 

Association. 

Dr. James K. Hall, Richmond, President, has an- 
nounced a contest for the design of an emblem for 
the Association to be used in the centennial cele- 
bration in 1944. All artists, art teachers, and stu- 
dents are invited to compete for the prizes amount- 
ing to a total of $500. Three prizes of $100 each 
will be awarded for the three best drawings, and 
from these will be selected the one considered most 
suitable for the purpose. This one will receive an 
additional award of $200. The design may be 
executed in any medium; it should be rectangular 
and preferably vertical, and the size. of the mat 
should be 11 by 14 inches. Drawings should be 
sent to the American Psychiatric Association, 9 
Rockefeller Plaza, New York City, and should reach 
that office not later than April 15, 1942. Inquiries 
regarding the general ideas of the contest, etc., may 
be addressed to Dr. Gregory Zilboorg, 14 East 75th 
Street, New York City. 


Personnel Notes, State Department of Health. 

Dr. W. E. Roye, who was recently transferred to 
the Tuberculosis Out-Patient Service of the State 
Health Department, Richmond, from the Alleghany- 
Botetourt Health District, Covington, Virginia, has 
been called to active military duty as of March 22. 


Dr. J. G. McNeil, formerly health officer of the 
Washington-Bristol Health District, Abingdon, Vir- 
ginia, has been transferred to the Prince William- 
Stafford Health District to take the place of Dr. J. 
McIver Jackson who recently resigned to accept a 
position with the North Carolina State Health De- 
partment. 


Dr. John A. Proffitt, 

Recently at Piedmont Sanatorium, Burkeville, has 
moved to Louisville, Ky., where he has accepted the 
position as assistant medical director of the State 
Tuberculosis Sanatorium. 


The American College of Physicians 

Is to hold its twenty-sixth annual session in St. 
Paul, Minn., April 20-24, under the presidency of 
Dr. Roger Lee of Boston. The scientific sessions in- 
clude papers on a variety of subjects, panel discus- 
sions, clinics and technical exhibits. All of these 


[ April, 
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will be in the municipal auditorium, headquarters 
for the meeting. 


The Physicians’ Hospital 

Was opened in Warrenton on February the 13th, 
through the efforts of a number of doctors in Fau- 
quier and surrounding counties. It is in the building 
formerly known as the Fauquier County Hospital 
and is completely equipped for the care of medical, 
surgical and obstetrical patients, with nursery facil- 
ities: Officers of the hospital for this year are: 
President, Dr. Richard Mason, The Plains; vice- 
presidents, Dr. Stewart McBryde, Manassas, and Drs. 
J. E. Knight and George H. Davis of Warrenton; 
and secretary-treasurer, Dr. William R. Pretlow of 
Warrenton. Dr. M. B. 
Leesburg and Dr. J. Frank Folk of Warrenton are 


Hiden of Warrenton and 


chairman and vice-chairman of the board, respec- 
tively. Other stockholders in addition to these are: 
Drs. W. G. Trow, Warrenton; W. O. Bailey, Lees- 
burg; H. L. Townsend, Marshall; Wade C. Payne, 
Haymarket; and V. L. McCullers, Remington. 


Dr. H. H. Ware, Jr., 

Richmond, was elected President of the Virginia 
Conference on Family Relations, at its meeting held 
on February 27th. 


Dr. L. W. Hulley, Jr., 

Has located for practice at Palmyra. He is a 
graduate of the Department of Medicine, University 
of Virginia, in 1939, and was recently at New 
Brighton, Staten Island, N. Y. 


Richmond City Epidemiologist. 

Dr. Millard C. Hanson, City Health Commis- 
sioner, has announced the appointment of Dr. Paul 
W. Bowden as full time epidemologist for Rich- 
mond, his appointment having become effective 
March 1. Dr. 


Charlotte County, where he had been health officer 


Bowden came to Richmond from 
since completing his post-graduate work in public 


health at Johns Hopkins University early last year. 


Dr. J. R. Chitwood, 

Formerly of southwestern Virginia, is now located 
at McRoberts, Ky., where he is connected with the 
Consolidation Coal Company. 


New Health Officer in Staunton. 
After a service of several years, Dr. Charles W. 
Rodgers recently resigned as health officer of Staun- 
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ton, and has been succeeded by Dr. Leland C. 


Brown of that city. 


Dr. Walter J. Otis, 

New Orleans, La., an alumnus of the Medical 
College of Virginia, class of ’15, and also a member 
of the Medical Society of Virginia, was recently 
elected president of the New Orleans Scciety for 
Neurology and Psychiatry. 


Dr. Lewis C. McNeer, 

Who has practiced for sometime at Dante, an- 
nounces that he is now located in Bristol, Tenn., 
with offices in Central Building. He is specializing 
in diagnosis and surgery. 


Dr. C. M. Vaughan, 

Located for several years at Harrisonburg, has 
moved to Paris, Ky., where he has offices in the 
National Bank Building. 


Dr. John B. Bullard, 

For sometime of Richmond, is now connected with 
the medical staff of Pilgrim State Hospital at West 
Brentwood, L. I., N. Y. 


American Board of Obstetrics and Gyneco- 
logy Examinations. 

The general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will 
be conducted at Atlantic City, N. 
Board, from Thursday, June 4, through Tuesday, 
1942, 
meeting of the American Medical Association. 


4, by the entire 


June 9, prior to the opening of the annual 
The Board requests that all prospective candidates 
who plan to submit applications in the near future 
request and use the new application form which has 
this year been inaugurated by the Board. The Secre- 
tary will be glad to furnish these forms upon request, 
together with information regarding Board require- 
Address Dr. Paul Titus, Secretary, 1015 
Highland Building, Pittsburgh (6), Pennsylvania. 


ments. 


Noted Scientist in Vitamin Fields on Borden 

Staff. 

The Borden Vitamin Company, a division of the 
Borden Company, which has been bringing into its 
fold a number of research and production leaders in 
that field, announces that Dr. Hugh H. Darby, dis- 
tingiushed Columbia scientist and author of many 
authoritative works, has joined its staff for research 
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and development in the production and application 
of vitamins and hormones. 

Among other distinctions, Dr. Darby is noted as 
the discoverer of the existence of Vitamin D in plant 
life, and for his spectographic research on vitamins 
A, D and K. He originated the system, widely used 
by the Department of Agriculture, of heat treatment 
for the destruction of harmful insects. 


Virginia State Conference of Social Work. 

The program of the Medical and Health Section 
of the Virginia State Conference of Social work has 
been announced by the chairman, Dr. William 
Bickers, of Richmond. Members of the medical 
profession are invited to attend these sessions to be 
held at the Jefferson Hotel in Richmond on Friday 
and Saturday, April 24th and 25th. 


PROGRAM 

Fripay, APRIL 24TH 

10:00 A.M. Dr. M. P. Rucker, “Case Reports on Maternal 
Deaths in Virginia”. 

11:00 A.M. Mr. Louis Reid, United States Public Health 
Service, “Medical Facilities in the Counties 
of Virginia”. 

2:00 P.M. Dr. E. T. Trice, “Physical Disabilities in the 
Selectees’’. 

3:00 P.M. Mr. Watson B. Miller, from the office of Mr. 
Paul McNutt, “Federal Plan for Extending 
Health in Medical Services”. 

SATURDAY, APRIL 25TH 

10:00 A.M. Mr. John H. Lewin, special assistant, Attor- 
ney General's Office, and Mr. Seth Richard- 
son, Counsel for the A.M.A., will present 
the opposing sides of the issues involved 
in the recent trial of the United States versus 
the A.M.A., which revolved arcund the 
Group Health Association in Washington. 

The Saturday morning program will be of the greatest 
interest to physicians because it will discuss a matter of 
vital concern to all. The two opposing counsels will 
debate the points made by each side during the trial in 

Washington. 


Dr. Wilson E. Driver, 
Norfolk, is on a visit to his son in Sao Paula, 
Brazil. 


For Sale— 

TRUVISION STEREOSCOPE, made by General Elec- 
tric, mounted on adjustable floor stand, complete 
with 125 volt rheostat. In use about 3 years, ex- 
cellent condition. Price: $195.00. F. O. B. Rad- 
ford, Virginia. James P. King, M. D., Radford, 
Virginia. (Adv.) 


| April, 


Obituaries 


Dr. Charles Wilson Doughtie, 


Prominent physician of Norfolk, died March 5th, 
after an illness of several months. He was sixty-five 
years of age and graduated from the Medical College 
of Virginia in 1898. Dr. Doughtie was always in- 
terested in various projects for the advancement of 
his community and profession. He was health officer 
of Tanner’s Creek district, a member of the Norfolk 
County Health Board, and also held many civic 
offices. He was a former president of the Norfolk 
County Medical Society and had been a member of 
the Medical Society of Virginia since 1899. His 
wife, two daughters, and a son survive him. 


Dr. Charles McCullouch, 


Lexington, died March 12th. He was sixty-nine, 


years of age and a graduate of the George Wash- 
ington University School of Medicine, Washington, 
in 1897. Dr. McCulloch had practiced at Howards- 
ville in Albemarle County before his retirement, on 
account of ill health, when he moved to Lexington. 
He had been a member of the Medical Society of 
Virginia for forty-four years. His wife and two 
children survive him. 


Dr. Moses Carlysle Sycle, 

For many years a genito-urinary surgeon of Rich- 
mond, died suddenly of a heart attack at his home 
in this city, March the 24th. He was sixty-three 
years of age and a graduate of the former Univer- 
sity College of Medicine in Richmond in 1903. Dur- 
ing the first World War he saw service as a captain 
in the medical corps. His wife and several sisters 
survive him. 


Dr. Wilbur Henson Hale, 

Narrows, died of pneumonia on December 25, 
1941. He was thirty-nine years of age and a grad- 
uate of the Medical College of Virginia in 1928. 
Dr. Hale was formerly a member of the Medical 
Society of Virginia. 


Dr. Louise Taylor Jones, 

McLean, died December 21, 1941. She was sev- 
enty-one years of age and a graduate of John Hop- 
kins University School of Medicine in 1903. 
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What better proof 


of 
Philip Morris superiority:— 


ie more conclusive than the obvious 


improvement in patients’ conditions* on 


changing to PHitip Morris cigarettes is this: 


ON CHANGING BACK TO 
OTHER CIGARETTES, 
CONGESTION RETURNED 
IN 80% OF THE CASES,** 





PHILIP Morris 


PHILIP MORRIS & CO., LTD., 


119 FIFTH AVENUE, NEW YORK, N. Y¥. 


* Irritation of the nose and throat due to smoking. 


** Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. 
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SANITARY CONTROL OF DEXTRI-MALTOSE © (No.1 OF A SERIES 


G One of many 3,000-gallon 
converters in which Dextri- 


Maltose is processed. Interior 





being thoroughly cleansed by 
hand prior to steam sterilization. 


2) Steaming under 20 pounds’ 
pressure assures sterility of the 
huge converters for processing 
Dextri-Maltose. 


© Sanitary piping — short 
lengths and readily detachable 
—is used for conveying Dextri- 
Maltose. Sections of pipe being 
cleansed prior to sterilization by 





live steam pressure. 


All DEXTRI-MALTOSE Equipment 
Is Sterilized by Live Steam deems . 


| ) HYSICIANS frequently express surprise that the 

cleansing and steaming of equipment for manu- 
facture of Dextri-Maltose produces sterility com- 
parable to that in hospitals. Huge autoclaves in the 
Mead Johnson factory steam-sterilize the smaller 
equipment, and live steam is forced under pressure 
imto storage and processing tanks. This is but one of 
many precautions taken to make Dextri-Maltose a 
carbohydrate safe for infants. Unremitting 
care in laboratory and factory has resulted 
in a product which over a 4-year period 
has had an average bacterial count well 
under 100 per gram! Every step in the 
process of making Dextri-Maltose is under 
the eyes of competent bacteriologists. 



















4 Movable equipment used in the 
manufacture of Dextri-Maltose is 
sterilized in large hospital-type auto- 
ciaves at 20 pounds’ steam pressure 
(259°F. for 20 minutes). 


Steam at 20 pounds’ pressure 
sterilizes Dextri-Maltose filter presses 
which remove protein and fat 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 




















Pinete enahens poatecsiunad ond olen requesting canals « . Mead presen undone @ to co-operate in preventing their jevcliog unauthorized persons 
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